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EDITORIAL NOTE 


THE HEALTH STATUS AND HEALTH EDUCATION OF NEGROES 
IN THE UNITED STATES 


This number of the JoURNAL consti- 
tutes the eighteenth in a series of 
Yearbooks, launched in accord with 
the definite policy of presenting, at 
least once a year, a rather comprehen- 
sive study of some particular problem 
in the education of Negroes. The 
Sixth Yearbook (July, 1937) com- 
prised a survey of the health status 
and health education of Negroes. As 
a result of the high incidence of physi- 
cal deficiencies revealed during the 
war, and more recently in view of the 
deliberations of the National Health 
Assembly which eventuated in the 
proposal by the Federal Security Ad- 
ministrator of a ten-year health pro- 
gram, it has seemed profitable and 
timely to repeat the survey of 1937. 
Accordingly, it is the purpose of this 
Eighteenth Yearbook to present the 
results of a critical survey of the 
health status, health facilities, and 
health education of Negroes in the 
United States. 

It is the hope that this survey will 
serve at least two important purposes: 
first, inform interested laymen, pro- 
fessional organizations, and _profes- 
sional workers in the field (teachers, 


social workers, public health officials, 
and the like), and thereby serve as 
the basis for the improvement of cur- 
rent health programs in general and 
those for Negroes in particular. It is 
a second expectation that such a sur- 
vey will stimulate further interest in 
and investigation of health problems 
of the country as a whole, and of dis- 
advantaged groups especially. 

It should be noted, first, that it is 
the primary purpose here to make a 
critical summary of existing facts 
which define present status; not to 
make original investigations. Hence, 
major emphasis is placed upon the 
collection and interpretation of data 
already available. As a by-product of 
this effort, however, it is expected that 
some more adequate notion of what 
additional facts are needed will be in- 
dicated. 

In view of the voluminous data on 
the subject and the breadth of the 
problems attacked, it is not expected 
that this Yearbook will be an exhaus- 
tive treatise on the subject. It is anti- 
cipated that this survey will define, in 
the most comprehensive manner pos- 
sible, the problems involved; indicate 
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what is being done about them; and 
provide constructive suggestions for 
action in the immediate future. 

This Yearbook is to be divided into 
five parts. Part 1—‘‘The Problems of 
the Health Status and Health Educa- 
tion of Negroes—A General Introduc- 
tory Statement’’—as the title sug- 
gests, constitutes a general introduc- 
tion to the Yearbook as a whole. Here, 
is given a comprehensive definition of 
the problems involved in raising the 
health levels of the people of the coun- 
try as a whole, and of Negroes in par- 
ticular. What is the general health 
status of the American people? What 
are the general problems involved in 
the provision of health and medical 
services for the Nation? What goals 
should we try to attain within the 
next five- or ten-year period? In what 
respect do the health problems of Ne- 
groes differ, if at all, from those of the 
Nation as a whole. These and similar 
questions are discussed as a_back- 
ground for the volume as a whole. 

Part 2—‘‘The Health Status of Ne- 
groes’’—is devoted specifically to a 
description of the current health 
status of Negroes in the United States. 
While this section is concerned pri- 
marily with the health status of Ne- 
groes, it is necessary to take into ac- 
count the health status of the Nation, 
or of the non-Negro population, in or- 
der to understand the relative position 
of the Negro. Hence, it will be ex- 
pected here, as in other sections of this 
Yearbook, that most of the descrip- 
tions will be comparative in nature. 
It is hoped that an attempt will be 
made not only to define health status 
per se, but that some efforts will be 
attempted to describe the factors in- 
volved. 
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Part 3—‘‘Health Facilities Avail- 
able to Negroes’’—is expected to pre- 
sent a picture of the comparative 
health facilities which are available to 
Negroes, and to suggest what needs to 
be done in order to improve the situa- 
tion. Negroes live for the most part in 
that section of the country where 
health facilities are meager and insuf- 
ficient for the population as a whole, 
where the factor of race relations com- 
plicates the problem, and where the 
economic status of the people in gen- 
eral and of Negroes in particular is so 
low that even where facilities are 
physically present, the people can not 
take advantage of them. These and 
other factors make the provision of 
health facilities for Negroes a par- 
ticularly acute problem. What is the 
situation at the present time? What 
can and should be done to improve it? 

Part 4—‘‘ Health Education of Ne- 
groes’’—comprises a survey of the 
current programs of health education 
in the United States, with especial ref- 
erence to Negroes. An attempt is made 
to describe as comprehensively as pos- 
sible the varied and various health 
programs carried on and sponsored by 
the many organizations in this coun- 
try—both public and private—which 
have as their aim the improvement of 
health through educational media. 
Especial attention is given to the or- 
ganized agencies. We have been par- 
ticularly anxious to know (1) what 
organizations are active in the field; 
(2) what their aims and programs 
are; (3) how many people are 
reached; and (4) how effective are 
these programs in the provision of 
health education for Negroes. 

Part 5—‘‘Some General Implica- 
tions and Suggestions’’—is just what 











the name implies; namely, some basic 
implications growing out of the socio- 
economic status of the Negro, and a 
discussion of the problems of the Ne- 
gro in light of President Truman’s 
health program for the Nation. 

The reader is cautioned to remem- 
ber that while this volume was con- 
ceived as a unit, yet it was inevitable 
that where so many contributors (who 
have not had an opportunity to con- 
fer) are involved, there would be over- 
lapping of some of the topics and 
probably gaps in the volume as a 
whole. It is our hope that there is 
more overlapping than there are gaps. 
Moreover it was naturally expected 
that there would be variation in treat- 
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ment of the several topics. Again, it 
is hoped that sufficient unity in at- 
tack and coherence in presentation 
have been observed to facilitate the 
readers comprehension of the volume 
as a whole. 

Finally, I wish to take this oppor- 
tunity to acknowledge our apprecia- 
tion not only to our contributors who 
have taken time from an already over- 
crowded schedule to make this volume 
possible, but also to numerous other 
individuals who aided materially in 
the early stages of the preparation of 
this volume. Also, it might be well to 
add that each author is responsible 
only for his own contribution. 

Cuas H. THOMPSON 











CuHapter I 


THE HEALTH STATUS AND HEALTH EDUCATION OF NEGROES— 
A GENERAL INTRODUCTORY STATEMENT 


Leonarp A. ScHEELE, M.D. 
Surgeon General, Public Health Service, FSA 


For many years, the professions 
and the public alike have looked for- 
ward to the publication of the Year- 
book Numbers of the JOURNAL or NE- 
Gro Epucation. All of us are indebted 
to Howard University for making 
available in these single volumes a 
series of comprehensive studies on 
broad problems affecting in one way 
or another our national life. 

Perhaps none of the Yearbooks has 
had a greater influence and wider ac- 
ceptance than the Sixth, the first of 
the series to be devoted to Health. 
‘‘The Health Status and Health Edu- 
cation of Negroes in the United 
States’’ was published in 1937. Dur- 
ing the intervening years, it has af- 
forded a valuable source of informa- 
tion for all individuals concerned 
with the protection and promotion of 
national health. 

It is especially fitting that the edi- 
tors of the JOURNAL again have elected 
to devote one of the Yearbooks to the 
same vital subject. Since 1937, the 
people of the United States have par- 
ticipated in a World War without 
precedent in its scope and its devas- 
tating effects upon mankind. During 
the same period, great advances have 
been made in medical and public 
health sciences. In the United States, 
many of the new benefits are being 
made available more speedily and to 
a larger proportion of the population 
than in earlier periods. The Hight- 
eenth Yearbook Number of the Jour- 


NAL, therefore, will draw upon new 
resources to interpret the nation’s 
health problems as they affect particu- 
larly the Negro people. 

The 1949 Yearbook appears at a 
time close to the half-way mark in the 
Twentieth Century. The available 
data, therefore, make possible almost 
a half-century’s inventory of public 
health. They reveal the advances and 
deficiencies in our provision of health 
services, our education of professional 
personnel, and in health education of 
the public. 

Many factors must be taken into ac- 
count in measuring public health 
progress during the past twelve years. 
The United States has experienced a 
continually rising standard of living 
throughout the period. Despite the 
disruptions of war, efforts to raise the 
level of health among all groups have 
been intensified. Increasing sums of 
money have been made available for 
public health purposes. State and lo- 
cal health programs, aided by Federal 
funds, have been strengthened and ex- 
panded. Voluntary health agencies, 
supported by public subscriptions 
from all races, have expanded their 
services. Research in medical and re- 
lated sciences has been augmented 
and has produced new and improved 
technics for the prevention, control, 
or cure of many diseases. 

Obviously, these increased efforts 
and better methods have paid enor- 
mous dividends in life saving and im- 
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proved health. The battle for health is 
far from won, however. Preventable 
illness and needless deaths still occur 
far too frequently, in comparison with 
the results that could be obtained if 
all our preventive and curative tech- 
nics were applied to the health prob- 
lems of all of the people. 

The Negro people have shared the 
benefits of nation-wide economic, so- 
cial, and public health progress; but 
their share has been less proportion- 
ately than that of their white fellow- 
citizens and their health needs have 
been proportionately greater. In gen- 
eral, the differences in the health 
needs of Negroes are differences of de- 
gree, rather than of kind. When the 
question is asked: ‘‘ What must we do 
to improve the health status of Ne- 
groes,’’ therefore, the’ answer is one 
simple word: More. 


PROGRESS AND STATUS 


The Negro health record, measured 
in life expectancy and mortality rates, 
is particularly encouraging. It would 
appear from these data that when Ne- 
groes are given opportunities for bet- 
ter health, they profit by their oppor- 
tunities to an equal or greater extent 
than do their white fellow-citizens. 

Between 1929 and 1946, there have 
been substantial gains in life expee- 
taney at birth for both races and both 
sexes. In that period, the average life 
expectancy of Negro males increased 
10 years, as compared with a gain of 
about 6 years for white males. Fe- 
males of both races made greater 


gains than did the males. Negro fe- 
males, however, gained about 12 years 
in life expectancy, as compared with 
8 for white females. 
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Although these gains are striking, 
we should bear in mind that average 
life expectancy among whites of both 
sexes is greater than among Negroes. 
In 1946, the average Negro male could 
expect to live 57 years, whereas his 
white counterpart had an expectancy 
of 65 years. Greater efforts are need- 
ed to narrow this gap. 

Since 1910, the general death rate 
in the United States has been declin- 
ing steadily. During that period, the 
gap has been narrowed between white 
and Negro rates; but Negroes still die 
in larger numbers, proportionately, 
than whites. The Negro death rate in 
1910 was 21.7 per 1,000 population, as 
compared with 14.5 per 1,000 white 
population. In 1946, those rates had 
been reduced to 11.1 and 9.8 per 1,- 
000 respectively. In 1910 the Negro 
rates were approximately 50 per cent 
higher than the white. In 1940, they 
were 33 per cent higher and in 1946, 
only 13 per cent higher, a decline of 
about 60 per cent in the differential 
for the period 1940-46. Thus, we can 
see that in recent years, the reduction 
in general mortality has been more 
rapid among Negroes than among 
whites. 

Among specific causes of death, the 
most spectacular advances have been 
made in the acute communicable dis- 
eases of childhood, pneumonia, tuber- 
culosis, malaria, syphilis, and pella- 
gra. Negro death rates from these 
causes are still unduly high. These 
are diseases that we know how to pre- 
vent and cure. There is no excuse for 
any of us to allow Negroes to die of 
tuberculosis, for example, at more 
than three times the rate of their 
white neighbors. Although the death 
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rate from syphilis has been declining 
rapidly in both races, the Negro mor- 
tality from this cause is still approxi- 
mately five times as high as the white. 

Negro infant mortality is approxi- 
mately 55 per cent higher than white. 
Nevertheless, 
have been made in saving the lives of 
infants of both races. Data for 1920 
to 1946 show that in that period, Ne- 
gro infant mortality declined from 
131.7 per 1,000 live births to 49.5 per 
1,000; whereas white infant mortality 
declined in the same period from 82.1 
to 31.8 per 1,000 live births. Prior to 
1936, both Negro and white infant 
death rates declined about 2.5 per cent 
annually. Since 1936, however, the 
decline has been speeded up to annual 
reductions of about 3.8 per cent 
among Negro infants to 4.5 per cent 


marked improvements 


among whites. 

Beginning in 1936, there has also 
been a marked acceleration in the de- 
cline of maternal mortality for both 
Negroes and whites. Prior to that 
‘year, the rate of decline was about 2.5 
per cent annually for both races. 
Since 1936, maternal mortality among 
Negroes has decreased by about 7 per 
cent annually, as compared with 9.5 
per cent among whites. Negro moth- 
ers and infants still have much higher 
death rates than whites. Negro ma- 
ternal and infant mortality, moreover, 
is much higher in the South than in 
the North. In the South, the Negro 
rates in towns and small cities are ex- 
ceptionally high. 

Death rates from chronic degenera- 
tive diseases, such as cancer, nephritis, 
diseases of the heart, cerebral hemor- 
rhage, and diabetes mellitus have been 
increasing throughout the present cen- 
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tury. Although part of the increase is 
attributable to better diagnosis and 
reporting of causes of death, a major 
influence has been the ageing of the 
population. Increased life expectancy 
among Negroes and reductions in Ne- 
gro mortality from communicable dis- 
eases are reflected in comparable in- 
creases in Negro death rates from 
chronic degenerative diseases. Cancer 
of the digestive organs and the peri- 
toneum has shown a marked increase 
among Negroes. The Negro death rate 
from heart disease, however, has not 
increased in recent years. 


HEALTH AND MEDICAL SERVICES 


In all parts of the country, there 
are deficiencies of one sort or another 
in the provision of health and medical 
services. Local health units, accessi- 
ble hospitals, and adequate supplies 
of health personnel are vital needs for 
the maintenance and promotion of 
health. Health and medical facilities 
and services are unevenly distributed ; 
all of the people experience these de- 
ficiencies to a greater or less extent. 
The Negro people, however, whose 
needs are greater proportionately, re- 
ceive proportionately less in vital 
services than the white population. 
Even in well-supplied areas, Negroes 
do not always have an equal oppor- 
tunity to obtain medical, hospital, and 
other types of health care. 

The practice of providing services 
for Negroes in separate facilities or in 
an inadequate portion of available 
facilities makes it even more difficult 
for the Negro to obtain indispensable 
eare. Often, this practice has resulted 
directly in tragedy; lives have been 
lost, which might well have been 
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saved, had the Negro patients been 
admitted to accessible hospitals. The 
deplorable shortages of Negro physi- 
cians, dentists, and other 
health personnel also limit severely, 
and tragically, the ability of the Ne- 
gro people to obtain medical, dental, 
nursing, and other types of health 


care. 


The National Hospital Construction 
Program, established in 1946, is mak- 
ing available more hospital beds in 
all parts of the country. Under the 
provisions of the law, Federal funds 
are allocated to the states for the con- 
struction of public and non-profit pri- 
vate hospitals. The law provides that 
wherever Federal funds are used for 
hospital construction, the facilities or 
equal facilities shall be made available 
to all groups of the population, with- 
out regard to race, creed, or color. In 
areas where separate facilities are pro- 
vided for the white and Negro popula- 
tions, the law requires that a number 
of hospital beds be provided for Ne- 
groes, equal to the proportion of Ne- 
gro group in the total population of 
the area. The state hospital authori- 
ties in most of the states having large 
Negro populations have included these 
provisions in their survey and plan 
for the expansion of hospital facilities. 
It is not possible at the present time 
to state the exact number of beds 
available nation-wide for Negro pa- 
tients. In many parts of the country, 
hospitals do not maintain separate 
facilities or records. In 1944, there 
were 124 Negro hospitals, public and 
private, in 23 states and the District 
of Columbia, with a total of 20,800 
beds and 800 bassinets. Available data 


from most of the Southern states and 


nurses, 
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a few Northern states reporting beds 
by race show that in 1948, there were 
39,765 beds and 1,000 bassinets in use 
for Negro patients. At that time, 1,515 
additional beds and 185 bassinets were 
allocated for Negroes in hospitals un- 
der construction in the reporting 
states; and their plans included the 
future construction of 8,871 beds and 
839 bassinets for Negroes. Proposals 
are under consideration to extend the 
National Hospital Construction Pro- 
gram beyond the five-year period, 
1947-52, for which it was originally 
authorized. These proposals would 
also increase the Federal share in the 
costs of construction and would pro- 
vide assistance to the hospitals in the 
costs of maintenance and operation. 
If these new provisions are put into 
effect, it is probable that our painfully 
slow progress in the expansion of hos- 
pital facilities for all of the people 
will be accelerated. 

The organization of local public 
health services is one of the primary 
goals for improvement of the nation’s 
health. At the present time, 1,668 of 
the nation’s 3,070 counties have estab- 
lished full-time local health services, 
either as single-county health depart- 
ments or as departments serving sev- 
eral counties. Very few of the exist- 
ing local health units, however, meet 
the minimum standards for the num- 
of physicians, public health 
nurses, and sanitation personnel. The 
states and communities have an enor- 
mous task: existing local health units 
must be brought up to full strength 
and new units must be established and 
maintained in areas now lacking 
health services. 


bers 


Federal grants-in-aid have been 
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available to the states for expanding 
general public health services since 
1935. In addition, special grants are 
available for venereal disease and tu- 
berculosis control, mental health serv- 
ices, cancer control, and heart disease 
control. Appropriations for Federal 
grants-in-aid to the states have in- 
creased from about $8,000,000 in 1937, 
to more than $78,000,000 in 1949. 
These funds contribute to the health 
of all groups, but in many states and 
communities, the Negro people are re- 
ceiving a larger share of the benefits 
on the basis of their greater needs for 
health service. 

Although official and non-official 
health agencies are doing much to im- 
prove health services for all groups in 
all parts of the country, the nation 
as a whole is still far from solving the 
problem of medical care. The costs of 
medical care are a serious problem for 
a large proportion of the American 
people. Negroes, most of whom have 
incomes too small to provide other es- 
sentials of life, not only cannot pay 
for medical, dental, and nursing care 
but they often cannot obtain the serv- 
ices they need because there are not 
enough Negro physicians, dentists, 
and nurses to take care of them. 

The lack of Negro professional per- 
sonnel is one of the most serious fac- 
tors in the total problem of education 
and public health. The two Negro 
medical schools, Howard University 
School of Medicine and Meharry Med- 
ical College, cannot train a sufficient 
number of Negro students even to re- 
place the number of Negro practition- 
ers lost annually because of death or 
retirement. Other medical schools 


provide few opportunities for the 
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training of Negro students; many of 
them, even in the North, do not admit 
Negro students. Underlying the lack 
of adequate medical training facili- 
ties, is the failure of many states to 
provide adequate pre-medical training 
which would qualify able young Ne- 
groes to enter existing professional 
schools. 

Hospital experience is necessary for 
the training of physicians and nurses. 
The lack of Negro hospitals and the 
practice of excluding Negro physi- 
cians and nurses from training in 
most of the white institutions are ad- 
ditional handicaps which prevent ade- 
quate numbers of Negroes from enter- 
ing the health professions. 

Moreover, restrictive policies which 
exclude Negro patients from white 
hospitals also exclude Negro physi- 
cians from access to hospital services 
for their patients. Although many 
white physicians in all parts of the 
country have no hospital affiliation, 
the proportion of Negro physicians de- 
nied such affiliation is much higher. 
The continuing education of physi- 
cians and other health personnel of 
both races, together with well organ- 
ized hospital services, is one of the 
primary problems which the profes- 
sions, the institutions, and public must 
solve. 

The lack of Negro health personnel 
is readily apparent in the estimated 
numbers now practicing and the num- 
bers needed, assuming that most of 
them will practice among their own 
people. In 1946, there were about 4,- 
000 Negro physicians in practice in 
the United States.1. This number is 


1Paul B. Cornely, M.D., “Distribution of Negro 
Physicians in the United States,’ National Negro 
Health News, 14: 2, 5-6, Ja-Mr 1946; and sup- 
plementary memorandum, 
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about 2.2 per cent of the total of ap- 
proximately 180,000 physicians now 
practicing in this country, whereas 
the Negro people constitute about 10 
per cent of the total population. 

The ratio of Negro physicians to 
Negro population is about 1 per 3,400. 
To bring this ratio up to a minimum 
standard of 1 physician per 1,500 
population, about 9,000 Negro physi- 
cians—5,000 more than are now avail- 
able—would be required. The average 
ratio in the United States, however, is 
1 physician for about 750 people. A 
total of 19,000 physicians to serve 
Negroes—15,000 more than all Negro 
physicians now available — would be 
required to meet this average. 

Only two of the 79 medical schools 
in the United States freely accept Ne- 
gro students—Howard and Meharry. 
These schools produce about 130 grad- 
uates annually. Other schools in the 
South do not admit Negroes. The 52 
medical schools elsewhere in the 
United States graduate not more than 
15 Negro physicians per year. 

The situation is similar with respect 
to dentists and nurses. Facilities for 
training Negro dentists are limited 
almost entirely to two dental schools: 
the College of Dentistry of the How- 
ard University School of Medicine, 
and the School of Dentistry of 
Meharry Medical College. Although 
twenty other dental schools admit Ne- 
groes, there were only 313 Negro den- 
tal students in training in 1947, and 
87 per cent of these were at Howard 
and Meharry dental schools. 

During the decade 1930-40, the 
number of Negro dentists decreased 


The University of Arkansas admitted one Negro 
student this year. 
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from 1,773 to 1,471, or 17 per cent as 
compared with a decrease of 0.6 per 
cent in the total number of dentists.* 
During the same period, the Negro 
population increased by about 8 per 
eent. Thus in 1940, there were less 
than 1,500 dentists for a Negro popu- 
lation of about 13,000,000: a ratio of 
1 dentist to 8,745 persons. Actually, 
for the vast majority of Negroes no 
dental service was available, since 40 
per cent of the dentists were concen- 
trated in 20 cities where only 20 per 
cent of the Negro population resides. 

Of the 1,200 schools of nursing in 
the United States, only about 275 
admit Negro students.* Today there 
are about 9,000 Negro graduate nurses 
in the entire country: a ratio of about 
1 Negro nurse per 1,430 Negroes. 
About half of these nurses live and 
work in the South. The American 
Nurses Association estimates that the 
Nation needs at least 42,000 additional 
nurses, white and colored. Many 
young Negro women are eager to enter 
the nursing profession; but their op- 
portunities for training and employ- 
ment are meager. The proportion of 
white hospitals that employ colored 
nurses is still very low. 

The crisis in medical, dental, and 
nursing education is nation-wide. Sev- 
eral thousands of potential medical 
students of both races are being 
turned away from the schools annu- 
ally because existing medical teaching 
institutions have not sufficient facili- 
ties and faculties to increase their 
enrollment. Until steps are taken to 
solve the total problem of medical edu- 


8Paul B. Cornely, M.D., “Distribution of Negro 
Dentists in the United States.” National Negro 
Health News, 16: 13-14, Ja-Mr 1948. 

4Alma Vessells, R.N., ‘‘Negro Nurses.” National 
Negro Health News, 16: 9-10, O 1949. 
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cation, progress in the training of 
additional Negro health personnel will 
continue to be slow. Solution of the 
problem cannot be long delayed, how- 
ever, if the American people are to 
maintain even their present levels of 
health. Health progress for all groups 
depends very heavily upon expansion 
and improvement of education for the 
health services. 

The training and employment of 
qualified Negroes in public health 
work likewise need attention. The 
Federal Security Agency and its vari- 
ous constituent units concerned with 
health are conscious of the responsi- 
bility for increasing the opportunities 
of Negro professional men and women 
to serve in the health and medical 
fields. Increasing numbers of Negroes 
are being employed in administrative 
and technical positions in the Agency. 
Opportunities for Negro professional 
personnel in all health programs and 
in hospital facilities of the Agency 
(except Freedmen’s Hospital) are 
still very limited, however. 

State health departments and a few 
city and county health agencies, aided 
by grants from the Public Health 
Service, are employing more trained 
Negro health workers for service in 
Negro communities and, in some cases, 
in the community at large. 

The number of Negroes who are em- 
ployed or in training as health edu- 
eators is increasing. The Office of 
Health Education of the Public 
Health Service is assisting in the re- 
eruitment of Negro health educators 
for duty in various agencies. More 


than 15 per cent of the Health Educa- 
tion Fellowships for graduate training 
in accredited schools of public health 
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have been awarded to Negro appli- 
cants during the period 1942 to 1948. 


HEALTH EDUCATION OF THE PUBLIC 


The need for continuing education 
of the health professions is only one 
part of the problem facing educators 
and health administrators throughout 
the country. Health education of the 
public has never received the emphasis 
that its importance warrants. For 
the people, health education also 
should be a continuing process, begin- 
ning in the earliest years, continuing 
through school, college, employment, 
and adult life. To make health edu- 
cation available on this basis, pro- 
grams are needed for school teachers, 
other professional groups, community 
leaders and the general public. 

In recent years, considerable prog- 
ress has been made in the development 
of more effective health education 
methods and these methods are being 
more widely applied. Cooperation be- 
tween Federal, state and local educa- 
tional authorities and their counter- 
parts in the public health field is es- 
sential to extend new plans of health 
education to all parts of the country. 

Community health education, in 
particular, offers many opportunities 
for groups of all races to meet in a 
common effort to solve common prob- 
lems. Preventive medicine and public 
health cannot function effectively in a 
democratic society without the active 
cooperation of the people. In func- 
tional health education programs— 
more than the mere dissemination of 
information—community leaders come 
to understand the underlying biolog- 
ical, social, and economic factors that 
operate to produce a healthy or an 
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unhealthy community. From these 
leaders, the new understanding is 
more readily channeled to the general 
public. 

The Office of Health Education in 
the Public Health Service has on its 
staff several Negro health education 
consultants whose services are avail- 
able to state health departments, co- 
operating organizations and institu- 
tions. The office includes the Office of 
Negro Health Work, the major func- 
tion of which is to stimulate considera- 
tion of Negro problems in the total 
public health program. 

The National Negro Health Week, 
inaugurated about thirty-five years 
ago, is one of the activities adminis- 
tered by the Office of Negro Health 
Work. Especially during the early 
years, the great need was to provide 
a separate forum through which Negro 
groups could become aware of their 
health problems and of the values of 
scientific methods to combat disease. 

Dr. F. D. Patterson, President of 
Tuskegee Institute, where Booker T. 
Washington initiated National Negro 
Health Week, has said, in summa- 
rizing the accomplishments of the 
movement: ‘‘It has helped to change 
the attitude of Negroes toward sick- 
ness, disease, and death. . It has helped 
to create among Negroes an apprecia- 
tion of and a demand for better living 
conditions. It has helped to change 
the attitude of Negroes toward gov- 
ernmental organizations with respect 
to health and sanitary movements.’’ 

The signs of the times, however, 
point to a future in which the health 
problems of Negroes will be thought 
of and dealt with as integral parts of 
the total problem of community, state, 
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or national health. They will no 
longer be shunted to one side and dealt 
with as separated, isolated—and in- 
superable problems. The signs point 
also to a future in which Negroes in 
all parts of the country will partici- 
pate actively with their white fellow- 
citizens in community-wide programs 
of planning, education, and service for 
better health. Many state and local 
health councils already include Negro 
representatives. 

The Public Health Service believes 
that the process of integration is the 
way to future health progress. Not 
only is it necessary to integrate pro- 
grams and services so that many inter- 
dependent elements function as a 
whole ; but also it is necessary to bring 
together in cooperative effort the 
many groups concerned with health 
either as workers in the health and 
medical services or as consumers of 
service. For this reason, the major 
task of the Office of Health Education, 
in relation to Negro health work, will 
be to see to it that the needs of the 
Negro people are represented and con- 
sidered in each of our various pro- 
grams, such as tuberculosis, cancer, 
and heart disease control, dental 
health, mental health, and general 
health services. An advisory com- 
mittee of leaders in the professions 
and in public affairs will assist the 
Public Health Service in developing 
this plan. 


CoNCLUSION 


This Eighteenth Yearbook of the 
JOURNAL OF NEGRO EpucatTIon should 
become another starting point in na- 
tional, state, and community efforts to 
improve the health status and health 
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education of Negroes. The years ahead 
will be difficult. Striking results such 
as have rewarded the first strong 
efforts to prevent disease and needless 
deaths may be more difficult to obtain. 
As in other population groups, success 
against communicable diseases and in- 
fant mortality will contribute to the 
ageing of the Negro population and 
the rise of other diseases and condi- 
tions as major health problems. This 
trend is already apparent. 

Most of this introductory chapter 
deals with health problems of the 
Negro as stated in the past, but some 
references are made to progress and 
to next steps for further improvement. 
In reviewing the problems that have 
concerned health workers particularly 
for the past twenty years, we must 
not overlook the growing importance 
of other causes of sickness and death 
or the reappearance of old problems 
in new guises. Chronic degenerative 
diseases, mental illness and its tangen- 
tial problems, accidents as a major 
cause of death and disability, housing, 
air pollution, water pollution, and 
many other environmental and biolog- 
ical problems affect the health of all 
the people—of Negroes no less than 
whites. Our goal should be to strength- 


en our efforts against the earlier 
major problems, and at the same time 
to take the offensive against the more 
recent conditions that threaten the 
lives and health of the people. 

Year by year, we will come nearer 
to the goal of better health for all the 
people. Better hospital and health 
facilities will be made available 
throughout the country. Health and 
medical services will be better organ- 
ized, and more readily available to the 
people. More physicians, dentists, 
nurses, and other health personnel— 
especially more Negro professional 
workers—must be trained. Problems 
of medical care must be solved. 

Progress toward our goals will re- 
quire the best efforts of leaders of all 
races in all walks of life. It will re- 
quire collaboration of the highest type, 
in which many individuals and groups 
with varying interests and points of 
view consent to work harmoniously 
for the solution of common problems. 
It will require new understanding on 
the part of the people. Undoubtedly, 
the following sections of this Yearbook 
will provide source materials for 
group discussions, as well as sugges- 
tions for new undertakings in the 
fields of public health and health edu- 
cation. 








a Se ae a ee ee ee a ee. e: 








Cuaprer II 


THE PROBLEMS OF NEGRO HEALTH AS REVEALED 
BY VITAL STATISTICS 


Louis I. DuBLIN 
Second Vice-President and Statistician, 
Metropolitan Life Insurance Company, New York 


It is still true in 1949, as it was in 
1937 when a previous Yearbook of this 
JOURNAL discussed the subject, that 
the health of the Negro is a matter of 
vital concern for that race and for 
the nation. The Negro people still 
present many important health prob- 
lems that urgently demand solution. 
They still suffer from serious physical 
disabilities, the correction of which 
will do more to advance their general 
welfare than will most other measures 
aimed at their betterment. Neverthe- 
less, the last twelve years have seen 
many gains in the health of the Negro 
in America. Almost without exception 
each year has recorded advances in 
virtually every aspect of Negro health. 
This is the outstanding feature of the 
statistical record. 

Forty years ago, when I began my 
studies of the vital statistics of the 
Negro, the situation was discouraging. 
Then, as even now, there were no 
authentic data on morbidity and our 
chief reliance was on mortality fig- 
ures. The disparity between such 
mortality figures as were then avail- 
able for the white and colored popula- 
tions was very marked. In fact, the 
gulf was so wide that many firmly be- 
lieved it could not be bridged. Some 
claimed that the Negro in America 
was outside of his normal environ- 
ment; that he could not adapt himself 
to the rigors of a Northern climate 
and that he had little or no natural 
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immunity to the diseases prevalent 
here. A few even went so far as to 
assert that the excessive mortality 
made a bright future for the Ameri- 
can Negro impossible. Fortunately, 
there were others who took a more 
optimistic view of the record, inter- 
preting it rather in the light of tempo- 
rary differences in environmental and 
personal hygiene. These, they held, 
could be corrected through the spread 
of education, the improvement of liv- 
ing standards and conditions and the 
development of special health and 
medical services for the Negro. 

Time has definitely confirmed the 
latter view. The mortality records of 
the official health agencies have estab- 
lished once and for all the ability of 
the Negro to respond favorably to all 
measures for health betterment. Thus, 
in 1946, the latest year for which 
nationwide figures have been com- 
piled, the general death rate for 
colored males in the United States was 
14.0 per 1,000, and that for colored 
females, 11.6 per 1,000. Since 1937, 
the date of my last report in this 
JOURNAL, the mortality of colored 
males has been reduced by 27 per cent, 
while that of the females has declined 
29 per cent. These rates of improve- 
ment are higher than those which were 
registered in the white population. 


1In order to enhance the comparability of the 
death rates from all causes between white and 
colored persons, and also between 1937 and 1946, 
they have been adjusted to allow for differences 
in the age distribution of the two populations. 
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For white males, the reduction was 16 
per cent and for white females 23 per 
cent during this 10 year interval. But, 
notwithstanding these recent gains, 
the mortality of colored males is still 
over one third higher than that of 
white males, while that of colored fe- 
males is more than 50 per cent above 
that of white females. In fact, the 
general death rate of Negroes in 1946 
was near the level of that reported for 
the whites about two decades earlier. 

Although gaining more rapidly, the 
Negro still lags perceptibly behind 
the white man in his expectation of 
life. Whereas the average white male 
infant may expect to live 65.1 years, 
a newborn Negro male can look for- 
ward to only 57.5 years. For white 
and colored girl babies the average 
future lifetimes are 70.3 and 61.0 
years, respectively. In other words, a 
white boy baby may expect to live 
about 714 years longer on the average 
than a Negro boy baby, while his 
sister shows a corresponding advan- 
tage of more than 9 years. At 40 
years of age, a white man can look 
forward to nearly 4 more years of life 
than can a Negro of the same age. 


Among women of that age, the advan- 
tage of the white woman amounts to 
more than 5 years. After age 65, the 
recorded expectation of life among 
Negroes is little different than that 
among whites; however, at this stage, 
the data for Negroes are quite unreli- 
able. Table I shows the changes in 
life expectation over the last decade. 
So much for the broad aspects of 
the problem. Let us now examine in 
detail the important causes of the mor- 
tality differences between the two 
races. These will throw additional 
light on the special health problems 
and achievements of the Negro. Table 
II brings the facts into sharp focus. 
This table shows that the excess mor- 
tality of the Negro stems primarily 
from six important causes; tubercu- 
losis, pneumonia and influenza, ne- 
phritis, cerebral hemorrhage, syphilis 
and homicide. There are a number of 
other causes, especially among the 
acute infections, which contribute to 
the higher mortality of the Negro, but 
these six account for the bulk of it. 
During 1946 alone, they caused 232 
more deaths in every 100,000 colored 
males than in an equal number of 


TABLE I 


EXPECTATION OF Lire (IN YEARS) FOR COLORED AND WHITE PERSONS IN 
THE UNITED STATES, 1936 AND 1946 COMPARED 








Inerease From 














Age Colored* White 1936 to 1946 
1946 1936 1946 1936 Colored* White 
Males 
0 57.5 49.4 65.1 60.2 8.1 4.9 
40 27.0 23.8 30.9 28.9 3.2 2.0 
65 12.7 11.0 12.6 11.4 1.7 1.2 
Females 
0 61.0 52.7 70.3 64.4 8.3 5.9 
40 29.6 25.8 34.8 31.8 3.8 3.0 
65 14.6 11.9 14.5 12.6 2.7 1.9 





*Principally Negro; data for the colored at age 65 are unreliable. 








TABLE II 
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white males, In every 100,000 colored 
females, their death toll exceeded that 
of white females by 167. 

The principal item in this difference 
is tuberculosis. In 1946, the death 
rate from this disease among colored 
males was 234 times that for white 
males, while among females the ratio 
was almost 4 to 1. Next in importance 
are the acute respiratory diseases, 
typified by pneumonia and influenza. 
The death rate from these two diseases 
in 1946 among Negroes was about 134 
times that for the whites, the ratio 
being about the same for each sex. Ne- 
phritis for some unknown reason ex- 
acts a death toll considerably greater 
among Negroes than among whites. In 
1946, for example, Negro males suf- 
fered a rate over 114 times that for 
white males; among females the ratio 
was 1%. 

No comparison of the mortality 
rates of the two races would be com- 
plete without mention of the extra- 
ordinary roles played by homicide and 
syphilis. These two causes are still 
responsible for far too many deaths 
among Negroes. The homicide rate 
among male Negroes in 1946 was 11 
times that for white males. Although 
a much less frequent cause of death 
among women, homicide was respon- 
sible for 8 times as many deaths 
among colored females as among white 
females. The reporting of deaths due 
to syphilis is notoriously incomplete ; 
yet the rate for this cause among 
colored men in 1946 was 41% times the 
rate for white males, while among fe- 
males, the ratio of colored to white 
mortality was over 6 to 1. 

Other important items in the higher 
death rate of Negroes are the mortal- 
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ity of infants and of women in child- 
birth. In 1946, the infant mortality 
rate for the white population was 31.8 
per 1,000 live births; for the colored 
it was 49.5, or 56 per cent higher. At 
the same time the maternal mortality 
rate was 1.3 per 1,000 live births for 
white mothers and 3.6 for colored 
mothers, almost three times as high. 

Evidently, further improvement of 
Negro health depends chiefly on prog- 
ress against these particular causes. 
It is encouraging, therefore, to note 
that, with the exception of cerebral 
hemorrhage, very real advances have 
been made by the colored people 
against these particular causes during 
the decade 1937-1946. (See Table IIT). 
The decline in the death rate from 
pneumonia and influenza was 64 per 
cent; for syphilis, nearly 45 per cent; 
for tuberculosis about 36 per cent; for 
nephritis, 22 per cent; and for homi- 
cide, 14 per cent. Infant mortality 
among Negroes has dropped about 41 
per cent since 1937, and maternal 
mortality about 58 per cent. Com- 
pared with these substantial gains, the 
Negro has made relatively little head- 
way against cerebral hemorrhage 
(only 3 per cent), but in view of the 
increasing proportion of elderly per- 
sons among them, as well as among 
whites, this is not a matter of great 
concern. The failure to make greater 
progress against homicide, however, 
should receive more attention; but 
improvement in this condition in Ne- 
gro mortality is the primary responsi- 
bility of workers in fields other than 
public health. 

Apart from these major considera- 
tions, the Negro has made significant 
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advances against such diseases as ty- 
phoid fever, the communicable dis- 
eases of childhood, dysentery, malaria, 
pellagra, diarrhea and enteritis, ap- 
pendicitis, and many others. All these 
prove the ability of the Negro to re- 
spond to improvements in his environ- 
ment and to more knowledge of per- 
sonal hygiene. They also indicate that 
he has been receiving more and better 
medical care than formerly. It is 
gratifying to observe that much has 
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been accomplished in this direction in 
recent years. 

Where the Negro shares in the latest 
medical advances, including good hos- 
pital facilities and better living con- 
ditions, his health has greatly im- 
proved. Where these conditions pre- 
vail, the colored people have shown 
their capacity to profit from the im- 
provement in their environment. That 
is the lesson in the health record of 
the Negro in the last 40 years, 
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The Census of 1940 enumerated ap- 
proximately 13 and a half million Ne- 
groes in the United States or 10 per 
cent of our total population. This per- 
centage has remained fairly stable 
since 1920. Seventy-seven per cent of 
the Negro population enumerated in 
1940 resided in the Southern states, 
22 per cent in the Northeast and 
North Central, and another 1 per cent 
in the Mountain and Pacifie sections 
combined. The Negro population of 
the South is both urban and rural, 37 
per cent being urban; Northern Ne- 
groes are 89 per cent urban and live 
mainly in large cities. With respect 
to occupation, approximately 41 per 
cent of all Negro male workers 14 
years old and over are farmers, not 
more than one-third of whom are 
classed as paid unskilled labor; 21 
per cent are engaged in unskilled la- 
bor, except farm; 15 per cent in serv- 
ice including domestic, 13 per cent as 
machine operators, 8 per cent as man- 
agers, foremen, skilled labor, and in 
clerical occupations, and 2 per cent in 
the professional groups. Similar data 
for whites show only 21 per cent of 
occupied males to be on farms, 40 per 
cent are classed as managers, foremen, 
skilled labor, or in clerical occupations 
and 6 per cent in professional groups. 

At the present time deaths are tabu- 
lated for the entire population of the 
country, but originally the registra- 
tion states for deaths comprised only 
a small part of the nonwhite popula- 


tion. The proportion of the nonwhite 
population enumerated as among the 
death registration states in successive 
censuses is, namely, 5 per cent in 1900, 
12 per cent in 1910, 66 per cent in 
1920, 93 per cent in 1930, and 100 per 
cent in 1940. The use of the expand- 
ing death registration area for the 
purpose of presenting a trend of mor- 
tality in broad outlines is justifiable, 
and can be tested by a comparison of 
trend based on a constant and on an 
expanding area. One of the main dis- 
advantages in the use of an expanding 
area insofar as the nonwhite popula- 
tion is concerned, however, is the in- 
creasing proportion of Southern 
states in the expanding area, where 
the major portion of the nonwhite 
population resides. Among the non- 
white population of the Death Regis- 
tration States 25 per cent prior to 
1920 and 75 per cent since 1920 are 
drawn from the Southern section of 
the country. Consequently trend of 
mortality in the expanding area is 
based mainly on Northern Negroes 
prior to 1920 and on Southern Ne- 
groes after that date (Table I). 

Only since 1934 have nonwhite 
deaths been further differentiated into 
Negro and other colored. All long-time 
trends of mortality, therefore, must 
be based on the total nonwhite popu- 
lation. In the entire country, however, 
96 per cent of the nonwhite popula- 
tion is Negro so that rates for non- 
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TABLE I 
CERTAIN POPULATION RATIOS IN SUCCESSIVE DECADES, 1900-1940 
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white substantially represent Negro 
mortality. 


TREND OF MorrTauity aT SPECIFIC 
AGES 


The course of both nonwhite and 
white mortality from all causes has 
been downward at every age; in the 
age groups shown in Table II and Fig- 
ure 1 it is most rapid at 5-24 years, 
and is slightly more rapid among 
whites at those ages. From 25-64 years 
of age the rate of decline (1930 and 
after) becomes successively less with 
advancing age and is still slightly 
more rapid among white. Over 65 
years of age the white rate of decline 
continues to be less with age; the non- 
white, however, increases markedly 
and is about equal to that at 35-44 
years. In each age group under 65 
years, therefore, (Table II) the white 
rate of decline is slightly in excess of 
the nonwhite in each age group; but 
over 65 years of age, or in the age 
group when chronic diseases are the 
major causes of death, the nonwhite 
rate of decline, since 1930, is marked- 
ly greater than the white. 


TREND OF AGE-ADJUSTED Morta.ity 


From age-specific rates of mortality 
we can pass to a consideration of 
rates for all ages adjusted for age. 
The increasing percentage of older 
persons in the population evidenced in 
successive enumerations of the census, 
or the effect of the changing age com- 
position of the population can be re- 
moved, for a consideration of trend, 
by adjusting successive annual rates 
to the same standard population. This 
age adjustment has been made for 
both nonwhite and white mortality 
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Figure 1. Course of Age-Specifie Mortality from all causes in the Expanding Death 


Registration States, 1900-1946. 
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TABLE II 
AGE-SPECIFIC MORTALITY FROM ALL CAUSES, AMONG WHITE AND NoNWHITE 
POPULATIONS, 1930 AND 1940 
Average Annual 
Rate Per Thousand Percentage De- 
1929 - 1931 1939 - 1941 crease, 1930 to 1940 
Age Nonwhite White Nonwhite White Nonwhite White 
Under 5 26.5 16.4 20.8 11.8 —2.2 —2.8 
5-14 2.5 1.6 1.6 1.0 —3.6 —3.7 
15-24 7.7 2.8 5.0 LZ —3.5 —3.9 
25-34 11.2 3.9 7.9 2.5 —2.9 —3.6 
35-44 15.6 6.0 12.4 4.4 —2.1 —2.7 
ME Assi etree crscgeta ate, Sask wccaaere 24.6 11.6 22.5 9.4 — 9 —1.5 
55-64 39.6 23.1 37.1 20.9 — 6 —1.0 
65-74 62.4 51.6 49.9* 46.9 —2.0 — 9 
a ee 126.7 133.1 107.8 127.4 —1.5 — 4 





*The estimated nonwhite population 65-74 years of age for July 1, 1940 is approximately 15 per cent 
lower than the enumerated population of that age group; in consequence the nonwhite rate, 65-74 years, 


for 1940 and the following years as well, are higher than they should be as plotted in figure 1. 


The 


above rates are based on 1930 and 1940 enumerated populations. 


(Figure 2). Age adjustment has 
raised the level of the nonwhite rates 
markedly, owing to the fact that ad- 
justment was made to the total popu- 
lation (enumerated, 1940) which has 
a higher percentage of old people than 
the Negro population in every decade, 
or in other words, a higher percentage 
of the standard population is in the 


age group where mortality rates are 
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Figure 2. Course of Crude and Age-adjusted 

Mortality from all causes in the Expanding 

Death Registration States, 1925-1946. Dash 

Lines are Lines Fitted to the Logarithms of 
Rates for 1925-1944. 


high. Age-adjustment of the white 
rates to the total population has also 
raised the level prior to 1938 but not 
to the same extent that it raised the 
nonwhite. In 1939 the level of the 
white rate has been lowered by age 
adjustment, owing to the inclusion of 
the Negro population in the standard. 
In 1940 (July 1) and following the 
level of the white rates is also lowered 
by age-adjustment owing to the in- 
creased ageing of the population. The 
rate of decline of the crude rates is 
increased by age-adjustment, slightly 
for nonwhite but markedly for white 
mortality, owing to the greater ageing 
of the white population relative to the 
nonwhite. 

Lines fitted to these mortality 
trends make the differences in slope 
somewhat more apparent. The dash 
lines of Figure 2 are lines fitted to the 
logarithms of the rates for 1925 
through 1944; the values of ‘‘b”’ or 
the slopes of the fitted lines represent- 
ing the trend of mortality are as fol- 
lows: crude nonwhite —1.77 + .095, 
age-adjusted nonwhite —2.08 + .099; 
crude white —.49 + .075, and age- 
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adjusted white —1.51 + .090. The ob- 
vious difference between the slopes of 
the crude rates for nonwhite and 
white mortality almost disappears 
when mortality is age-adjusted, ow- 
ing to the greatly increased rate of 
decline of the white rates occasioned 
by age-adjustment. There remains a 
slight difference between the rate of 
decline of adjusted nonwhite and 
white mortality, however, which ap- 
pears to be significant (—.57 + .134) 
and points to the conclusion that in re- 
cent decades nonwhite mortality from 
all causes has decreased at a slightly 
more rapid rate than the white. Age- 
specific mortality (Figure 1) showed 
a nonwhite excess in downward slope 
of old-age mortality which apparently 
more than compensates for the slight- 
ly less rapid decrease in nonwhite 
than white mortality occurring prior 
to 65 years of age. 


TREND OF MORTALITY FROM SPECIFIC 
Causes (ADJUSTED FOR AGE) 


Specific causes of illness of the in- 
fectious type which have gradually 
been brought under control by state 
departments of health show rapid 
rates of decline, such as diphtheria, 
whooping cough, and diarrhea and en- 
teritis (Tables II and IV and Figure 
3). Diphtheria mortality has declined 
rapidly in the past and is maintaining 
a low level at the present time. An 
accelerated decline has been evident 
in both infant and maternal mortality 
since about 1935. The recent trend in 
infant mortality has been approxi- 
mately the same for nonwhite and 
white; maternal mortality has de- 
clined somewhat more rapidly among 
white. 
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Nonwhite tuberculosis mortality 
(Tables III and IV and Figure 3) is 
approximately 3 times that of the 
white; its course has been rapidly 
downward, however, but at a slightly 
slower rate among nonwhite. The re- 
cent slight decline in diabetes mor- 
tality is probably evident in nonwhite 
as well as white rates. After a steady 
increase for some years nonwhite mor- 
tality from syphilis has begun to de- 
cline (since 1939) ; the rate of decline 
about equals that of the white at the 
present time. The course of pneu- 
monia has been rapidly downward 
since the introduction of the sulfa 
drugs as routine treatment procedure 
(1937); approximately the same ac- 
celeration in rate of decline has re- 
sulted for both races. 

The cardiovascular-renal diseases, 
which have been in the foreground of 
health department interest in recent 
years, show somewhat different trends 
among nonwhite and white (Tables 
III and IV and Figure 3). Age-ad- 
justed rates of mortality from all 
forms of heart disease are higher 
among nonwhite. The course of non- 
white heart disease mortality has been 
slightly downward in the period 1936- 
1946; white mortality from heart dis- 
ease has shown an increase in the past 
which is not apparent in the last 2 or 
3 years, however. Mortality from in- 
tracranial lesions of vascular origin 
and from nephritis are both decreas- 
ing, but more rapidly among white. 

The level of mortality from cancer 
of all sites has been lower among non- 
white; the rate of increase, however, 
has been rapid among nonwhite (Ta- 
bles III and IV and Figure 3). Can- 


cer of the digestive organs is the site 
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Figure 3. Course of Age-adjusted Mortality from Specific Causes in the Expanding Death 
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of cancer that is responsible for the 
major portion of the increase among 
nonwhite ; digestive cancers are begin- 
ning to show a steady decline, how- 
ever, among white which will prob- 
ably be reflected later among non- 
white. Mortality from cancer of the 
female genital organs is relatively 
high for nonwhite, but has shown a 
steady decline since approximately 
1930 or possibly earlier. White mor- 
tality from cancer of the female geni- 
tal organs has declined since approxi- 
mately 1936, and at about the same 
rate of decline as nonwhite at all ages. 
Cancer of the breast is relatively low 
among nonwhite, but shows a definite 
tendency to level off in recent years 
among both races. 


RELATIVE IMPORTANCE OF SPECIFIC 
CAUSES 


Outstanding causes of death among 
Negroes have remained much the same 
in successive decades although their 
rank order has changed significantly. 
Tuberculosis, pneumonia, and heart 
disease have always been among the 
major causes of death. Since approxi- 
mately 1930, heart disease has sup- 
planted tuberculosis as the leading 
cause of death among Negroes; the de- 
cline in pneumonia mortality has 
placed pneumonia in fifth place at the 
present time; cancer has advanced 
from the rank of eighth to sixth as a 
cause of death; nephritis from fifth 
to third place (Table V). 

Among 1946 mortality rates for 
Specific causes, heart disease ranks 
first with a rate twice that of the sec- 
ond cause of death, intracranial le- 


TABLE V 
THE TEN LEADING CausEs oF DEATH AMONG NON-WHITE (RATE PER 100,000) 


IN SuccEssivp DEcaDEs, 1910-1940* 


1920 


Cause of death 


Tuberculosis 








1940 


Cause of death 


1930 


Cause of death 
Heart disease 
Tuberculosis 
Nephritis 
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Cause of death 


Tuberculosis 
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Accident 
Cancer 


Intracranial lesions of vas- 
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Accident 
Cancer 
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Accident 
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42.5 


Premature birth __ 


48.5 
See Vital Statistics Rates in the United States, 1900-1940, p, 274-289, 1943. 
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Figure 4. Nonwhite Mortality from Specific 
Causes — Vital Statistics of the United 
States, 1946. 


sions of vascular origin ranks second, 
tuberculosis third, cancer fourth, and 
so forth (Figure 4). 


The relative importance of specific 
causes of death or the ratio of age- 
adjusted nonwhite to white mortality 
places homicide first with a nonwhite 
rate approximately 10 times that of 
the white (Figure 5). In 1946 malaria, 
syphilis, pellagra, typhoid fever, and 
tuberculosis are relatively high among 
nonwhite (8-3 times the white rate), 
in part because of their geographic 
weighting; maternal mortality, men- 
tal diseases, nephritis, and pneumonia 
rank high relative to the white; dis- 
eases of the heart and of the arteries 
are only slightly higher; and mortal- 

























ity from cancer is lower among non- 
white. 
CoNCLUSION 

A comparison of nonwhite and 
white mortality from all causes and 
from specific causes made from vital 
statistics reports furnishes an overall 
picture of Negro mortality in the 
United States. Selection of specific ra- 
cial subgroups with a view to making 
them comparable would result in 
minor changes in mortality compari- 
sons. But, with the exception of ad- 
justment for age, nonwhite and white 
mortality in the foregoing report is 
shown for the country as a whole and 
without respect to differences inherent 
in the environment of the two racial 


groups. 
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Figure 5. Relative Importance of Specific 

Causes of Death — ratio of Nonwhite to 

White Age-Adjusted Mortality, United 
States, 1946. 

















CHapTter IV 


LEADING CAUSES OF DEATH AMONG NEGROES: TUBERCULOSIS 


Howarp M. Payne, M.D. 
Professor of Medicine, College of Medicine, Howard Umwversity 


The fact that tuberculosis imposes 
a serious health handicap upon the 
Negro population of the United States 
is generally recognized. However, the 
nature of the handicap and the causal 
factors are not well formulated. In 
fact, no general agreement exists as to 
the causes for the increased severity 
of tuberculosis among Negroes. 

This account will attempt to state 
the problem objectively; to consider 
possible causative mechanisms; and to 
propose needed emphasis in tubercu- 
losis control measures. 


Tue NATURE OF THE TUBERCULOSIS 
PROBLEM AMONG NEGROES 


Death Rates 

Tuberculosis death rates among Ne- 
groes are officially stated with those 
for ‘‘non-whites.’’ Other non-white 
groups are not sufficiently numerous 
to lower these rates for the Negro al- 
though analysis shows their death 
rates are as high or higher than for 
Negroes alone. 

Figure 1 shows comparative rates 
by age, sex, and race for the United 
States in 1947.2 There is a rapid rise 
in death rates between ages 10 and 24 
for both male and female non-whites. 
The continued increase to a later peak 
at age 50 in non-white males is notable. 

The ratio of death rates from tuber- 





1s Mortality in Non-Whites,” Public Health Re- 
ports, 63:23-766, Ja 1948 

“Tuberculosis Mortality in the United States 
1947,” Public Health Reports, 64:13, p. 410, 
Ap 1949, 


culosis by age, sex, and race is shown 
in Figure 2.* The range of differences 
shown indicates that Negro rates ex- 
ceed those for whites in the decades 
prior to age 40 by from four to ten 
times. 

Percentage changes in death rates 
between 1939, 1941, and 1947 are 
shown in Figure 3.4 

The declines in both racial groups 
are comparable in the years before 40 
with the exception of the rate for non- 
white females which shows irregular- 
ity in the third and seventh decade. 

Death rates from tuberculosis are 
uniformly higher at all ages for Ne- 
groes than for the white population 
except above 75 years of life. 

The total death rate for 1947 was 
33.5 as against 153.8 in 1910. For 
whites, the 1947 rate was 27.1 against 
a 1910 rate of 145.0; for non-whites 
the 1947 rate is 88.0 as against a 1910 
death rate of 445.8.5 

Tuberculosis death-ratios® in cities 
are shown in Figure 4 in which age- 
adjusted death ratios for 1945 are 
compared for cities of 100,000 popu- 
lation and over.’ It is notable for the 
non-white population that the tuber- 


3Ibid., p. 414. 

‘Ibid., p. 416. 

5Ibid., p. 406. 

®°Tuberculosis death-ratios were employed when 
population estimates for the calculation of death 
rates per 100,000 were not available. The tuber- 
culosis death-ratio expresses the number of tuber- 
culosis deaths per 100 from all causes and ex- 
presses the number of tuberculosis deaths per 100 
from all causes and expresses the relative impor- 
tance of tuberculosis as a cause of death. 

78. A. Lewis and R. V, Kasius, ‘Tuberculosis 
Mortality in Major Cities,’ Public Health Reports, 
63:14, Ja 1948. 
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Figure 1. Death Rates for Tuberculosis (all forms) by Age, Race and Sex: 
United States, 1947. 


culosis proportionate-mortality de- 
creases with city size whereas among 
whites the tuberculosis proportionate- 
mortality was greatest in cities of 
500,000 to 1,000,000 population. 


THE COMPARATIVE INCIDENCE OF 
TUBERCULOUS DISEASE 


The prevalence of tuberculosis in 
population surveys does not show the 
differences between whites and Ne- 
groes which many assume from the 
disparity of death rates. X-ray sur- 
veys have shown a smaller number of 


tuberculosis cases among Negroes than 
among whites. 

Edwards reported a comparable ra- 
cial prevalence of tuberculosis in the 
various groups of Harlem residents 
studied by x-ray. Active and inactive 
forms of tuberculosis in this study 
were reported as amounting to 2,600 
per 100,000 for Negroes and 4,400 for 
whites. At the time of this survey 
the death rate for Negro residents of 
Harlem was five times that for whites.® 


8H. R. Edwards, “Studies in Mass Surveys,” 
Supplement, Amer. Rev. Tuberc., 41:114-127, Je 


1940. 
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Figure 2. Ratio of Tuberculosis Death Rates for Nonwhites to Death Rates 
for White, by Age and Sex: United States, 1947. 
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Figure 3. Percentage Changes in Tuberculosis Mortality Rates by Age, Race, 
and Sex, 1939-41 Average, 1947. 
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Figure 4. Age-adjusted Death Ratios for Tuberculosis (all forms) by Race, Sex, and 
Population-size of City, for Cities of 100,000 or more: United States, 1945. (By place 


of residence. 


Adjusted for age on the basis of the age distribution of death from all 


causes in 1945 among residents of cities with a population of 100,000 or more in 1940.) 


Howard University students in 
1937-1940 showed 42 reinfection le- 
sions of the lung per 1,000 of which 
10 per thousand were active clinical 
tuberculosis. Of these, 20 per cent 
were in advanced stages of tubercu- 
losis.” These findings are comparable 
to prevalence rates reported from ur- 
ban colleges elsewhere in the North- 
east United States. 

Unofficial reports from the tabula- 
tion of results of chest x-ray examina- 
tion of army inductees in the District 
of Columbia were stated by the Tu- 
bereulosis Control Officer to show ap- 


*Howard M. Payne, “Tuberculosis in Negroes of 
College Age,"’ Journal Lancet, 62:400, N 1942. 





proximately the same tuberculosis 
prevalence among Negroes as whites.’® 

In the Washington Chest X-ray 
Survey analysis, a 29 per cent sam- 
ple of negative x-ray reports and all 
of the positive results were studied. 
Inflation of the sample to a figure of 
440,339 examinations indicated a 
prevalence of 0.8 per cent for Negro 
residents and 1.0 per cent for whites."! 

That the severity of pulmonary tu- 
berculosis is greater among Negroes 
than among whites is shown by the 
comparable prevalence in localities 








Evaluation Report, D. C., Tuberculosis Asso- 
ciation, p, 2, Mr 1944. 

“Report of Executive Secretary, D. C., Tuber- 
culosis Association, p. 1, My 1949. 
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where the Negro death rate grossly 
exceeds that of whites. No evidence 
is found that failure to cooperate is 
responsible for a vast undiscovered 
reservoir of tuberculosis in popula- 
tions where diagnostic facilities are 
available. 

Clinical studies confirm this obser- 
vation. In tuberculosis patients at the 
Phipps Institute, all types of tuber- 
culosis were observed in both whites 
and Negroes. The acutely progressive 
form, however, was more prevalent 
among Negro patients. Among 345 
Negroes, 137 or 39.7 per cent were 
dead in one year. Among 265 whites, 
51 or 19.2 per cent were dead in the 
same length of time. The difference 
in severity was based upon the greater 
frequency of the more rapidly pro- 
gressive forms of tuberculosis rather 
than upon the lack of proper treat- 
ment or delay in taking treatment.’? 

Other evidence to this effect is avail- 
able.1* 14 


Tuberculous Infection 


The prevalence of infection with 
tubercle bacilli as shown by the tu- 
bereculin test has been shown to be 
approximately the same in whites and 
Negroes,'®> although in the age be- 
fore 20 the annual increase in posi- 
tive reactors is greater among Ne- 
groes.16 

Fureolow, High, and Allen in a re- 
cent study of high school students in 
Saint Louis indicate that Negro chil- 


2H, L. Israel and Howard M. Payne, ‘“‘Tuber- 
culosis in the Negro,’’ Amer. Rev. Tubere., 41: 
203, F 1940. 

=F, J. Weber, “Tuberculosis and the Negro,” 
Public Health Reports, 63:425, Ap 1948. 

4D. Reisuer, “Incipiency and Evolution of Tu- 
berculosis,’’ Amer. Rev. Tubere., 57:207, Ma 1948. 

*G. D. Drolet, “Tuberculosis Infection Among 
Children,’ Amer. Rev. Tuberc., 40:131, Ja 1939. 

16H. W. Hetherington, H. L. Isreal, and P. B. 
Kreitz, ‘Tuberculosis in High School Children,” 
Amer. Rev. Tuberc., 38:408, Mr 1937. 


229 


dren below 18 are much more fre- 
quently infected with tubercle bacilli 


than whites of comparable age.?? 


Factors WHICH INCREASE THE 
SEVERITY OF TUBERCULOSIS 


Race-specific factors have been as- 
sumed to operate to produce a more 
severe form of tuberculosis among Ne- 
groes. The assumption that specific 
biologic or genetic factors peculiar to 
the Negro racial stock account for a 
different response to tuberculous dis- 
eases is a speculation which neglects 
the fact that the mass of Negroes are 
differentiated from whites by cul- 
tural, economic, educational, occupa- 
tional, and social distinctions. 

An inferential analysis which as- 
sumes that environmental factors may 
be neglected and race alone considered 
cogent is lacking in validity. Suscep- 
tibility to progressive tuberculosis is 
a biological observation of a tendency 
in a group of humans who are distin- 
guished from others around them by 
custom, law, or social practice. The 
basie premise of racial biologie pe- 
culiarities is untenable by definition. 

Recent studies have reported the re- 
sponse of other racial stocks to tuber- 
culous disease in devastated countries. 
An increase in tuberculosis death- 
rates has accompanied deterioration 
of diet and of housing in Germany, 
Austria, and Italy. Here the racial 
stocks involved remain unchanged. 
Environment has changed. 

The improvement of conditions and 
working in the United States has coin- 
cided with the decline of tuberculosis 
in both whites and Negroes. The most 

1™M. L. Furecolow, R. H. High, and M. F. Allen, 


“Sensitivity to Histoplasmin and Tuberculin,” 


Pubtic Health Reports, 61:1138, Ag 1946. 
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optimistic can hardly claim that these 
improvements have borne with equal 
effect upon the mass of whites and Ne- 
groes. It is very clear that a race- 
linked or gene-transmitted suscepti- 
bility to tuberculosis could hardly 
have changed in either group rapidly 
enough to account for the spectacular 
declines of tuberculosis deaths re- 
ported between 1910 and 1947. There 
is no proof that the effectiveness of 
public health measures is wholly re- 
sponsible for declines in death rates. 
The broad application of these meas- 
ures is even now imperfect. 


IMMUNOLOGIC CONSIDERATIONS 


Immunity to tuberculosis is not an- 
alogous to that developed to other dis- 
eases. It is a relative phenomenon 
which may be unpredictably dimin- 
ished by physiologic variations in the 
host. 

Natural immunity is that degree of 
resistance to the development of pro- 
gressive tuberculous disease which is 
independent of a specific reaction to 
tuberculous infection. 

Natural immunity appears to de- 
pend upon a number of factors. Some 
that should be mentioned are the fol- 
lowing : 

Different susceptibility reactions to 
infection with tuberculosis are experi- 
mentally demonstrable between rats, 
guinea pigs, and other animals. Ob- 
viously no inference is permissible 
from this in the consideration of dif- 
ferences in response to disease in 
human racial stocks. 


Familial Traits 


There is a great deal of evidence to 
indicate that familial immune traits 
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exist in both man and animals. Ani- 
mal strains have been developed in 
which the immune response to infec- 
tion with tuberculosis is comparable 
in individuals of the same family or 
descent. The operation of this factor 
has not been proved significant in 
causing the observed differencies of 
severity of tuberculosis between 
whites and Negroes. 


Age 

The death-rates and clinical obser- 
vations of population groups and an- 
toptic experience would indicate that 
more severe and more rapidly progres- 
sive tuberculosis is frequent in young- 
er individuals. We have already in- 
dicated the greater prevalence of 
tuberculous infection in Negroes below 
age 20. The increase in infected in- 
dividuals per year is also greater in 
the younger age-groups among Ne- 
groes. A greater exposure of younger 
individuals to tuberculosis may con- 
tribute to the greater severity of 
tuberculosis among Negroes. 

Diet 

The empiric observation that the qual- 
ity of diet affects the severity of 
tuberculosis is borne out by observa- 
tion.1® 19 The reports from European 
concentration camps and Japanese 
prisoners of war indicate that pro- 
gressive tuberculosis became common 
among prisoners of ‘‘resistant Euro- 
pean stocks.’’ 

Pinner states that protein nutrition 
is of the greatest importance in main- 
taining resistance to tuberculosis.” 

8K, Faber, “Tuberculosis and Nutrition,’ Acts 
Medica Scandinavica, 12:287, F 1938. 

2—. H. Bruns, ‘Report on Tuberculosis in Ger- 
many,” Amer. Rev. Tuberc., 4:370, M1921. 


Max Pinner, Pulmonary Tuberculosis in the 
Adult. Charles Thomas Co., p. 520, 1945. 
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Dietary deficiencies undoubtedly 
influence the severity of tuberculosis 
among Negroes. Department of Agri- 
culture studies and other evidence in- 
dicates widespread nutritional defi- 
ciencies among the Negro popula- 
tion.” 

Poor habits of diet do not change 
immediately with economic improve- 
ment. Articles of diet acquire sanc- 
tion because they have been customar- 
ily consumed. Tables of foods not 
consumed by Negro families at various 
economic levels consistently indicate 
omission of foods rich in high quality 
protein. The more expensive dietary 
items, of course, fall in this class. 
Nutritional deficiencies are more prev- 
alent among Negroes and therefore 
operate to increase the severity of 
tuberculosis. 


Sex 


Multiple pregnancies, under inade- 
quate medical supervision and poor 
nutrition in the child-bearing period 
may be assumed to be more significant 
adverse influencies in the group which 
is less favored economically. 


The Influence of Hard Physical Work 


That this particular factor may 
cause more rapid progression of 
tuberculosis, once established, is un- 
doubted. It is difficult to prove that 
it is per se responsible for a greater 
tendency to develop progressive and 
fatal tuberculosis. Social, economic, 
and housing inadequacies also bear 
with particular emphasis upon per- 
sons engaged in employment requiring 
arduous exertion. Specific conclu- 
sions are difficult in the present state 
of our knowledge. 


™G, Myrdal, An American Dilemma. 
p. 375, 1944, 


Harpers, 
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Acquired Immunity 

Persons infected with tubercle ba- 
cilli for the first time develop within 
10 to 14 days a new pattern of reac- 
tion to subsequent infections. An 
allergic reactivity develops. An im- 
munity to reinfections with tubercle 
bacilli may develop if the size and 
frequency of inoculations is not too 
great. <A large inoculation of tubercle 
bacilli results in progressive tubercu- 
losis rather than the development of 
immunity. 

Tubercle bacilli, favorably nour- 
ished, double their numbers in 36 
hours. Any immune mechanism must 
effectively impede survival and 
growth of these invaders at a rate 
greater than their speed of growth. 
Immunity developing simultaneously 
with the occurence of massive infec- 
tion may not become an effective pro- 
tection in time. 

Acquired resistance may be of slight 
protective value because of conditions 
which bear with peculiar emphasis 
upon many Negroes in contrast to 
whites. 


Severity of Exposure to Tubercle 
Bacilla 

Without exposure to tubercle ba- 
cilli, disease will not develop no mat- 
ter how low the individual’s natural 
immunity. Exposure of short dura- 
tion to small numbers of tubercle 
bacilli may result in a positive tuber- 
culin reaction, acquired immunity and 
no discernable evidence of disease. 
Exposure of long duration to large 
numbers of tubercle bacilli may cause 
progressive first infection tuberculosis 
or overwhelm a pre-established im- 
munity. 

The bacteria of tuberculosis are dis- 
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seminated from person to person 
through close association. Air-borne 
dissemination of bacteria occurs in 
exhaled droplets or secondarily from 
dust. Mycobacterium tuberculosis 
survives for long periods in the ab- 
sence of sunlight or upon the floors of 
insanitary poorly-kept dwellings. 

The opportunity for intensive ex- 
posure to large numbers of tubercle 
bacilli appears to exist to a greater 
extent for Negroes than for whites in 
some particular ways. 


The Influence of Housing 

The conditions under which the 
majority of Negroes are housed should 
give some indication of the probability 
of infection with large doses of tu- 
bercle bacilli since crowding, physi- 
eally poor structures, and lack of sani- 
tation definitely increase this possi- 
bility. 

Comparative studies of housing 
indicate a vast disparity between 
housing accomdations of Negroes and 
whites. Federal Housing Administra- 
tion findings reported by Sterner in- 
dicate for cities over the country that 
from 22.9 to 72.8 per cent of dwelling 
units occupied by Negroes were in 
need of major repairs as against 2.5 
to 21.6 per cent of dwellings occupied 
by whites. In Detroit, for instance, 
1.6 per cent of Negro-occupied dwell- 
ings housed more than 2 persons per 
room as against 0.4 per cent of white 
dwellings. In 1930, before the housing 
shortage became worse, 29 per cent of 
Negro families reported lodgers as 
against 10 per cent of white families. 
Substandard sanitation was reported 
more prevalent among Negroes.”? 


2R, Sterner, The Negro’s Share. Harper’s, pp. 
190-191, 1941. 
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Persons living under the conditions 
indicated are exposed more intensively 
to air-borne infection because of the 
unavoidably large number of personal 
contacts. This close contact with 
other persons increases the probability 
of heavy infection when a tuberculosis 
carrier is present in the environment. 


Substandard housing affects the Ne- 
gro with peculiar emphasis. Close 
contact with spreaders of disease is 
more likely to occur under the condi- 
tions in which the majority must live. 
The better-housed person whose ex- 
posure to tuberculosis is predomi- 
nantly casual tends to develop ac- 
quired immunity and a smaller pro- 
portion of the progressive forms of 
tuberculosis. 


Opportunities for Exposure in 
Employment 


The menial and personal services of 
the nation are traditionally performed 
by Negroes. Negroes in service jobs 
requiring constant contact with large 
numbers of the public risk intensive 
exposure to tuberculosis spreaders or 
to bacilli carried on bedding, clothing 
or personal effects. The early age at 
which employment of this sort is 
undertaken is a pronounced disad- 
vantage for reasons already stated. 


Adaptation to Hygienic Living 


Under the conditions of life common 
to the majority of Negroes, modern 
hygienic knowledge is important to 
survival. Lack of this knowledge 
renders children and persons lacking 
the advantage of education more lia- 
ble than others to contagion. Lack of 
education and understanding of the 
need for good personal hygiene is an 
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adverse influence upon many of the 
Negro population. 


What Can Be Done 


Tuberculosis is not a problem of 
Negroes alone. All persons confined 
by lack of opportunity to the lower 
economic levels of American society 
suffer disproportionately from this 
preventable disease. Since the Negro. 
population is predominantly distrib- 
uted in the lower economic groups, 
active progressive tuberculosis is more 
prevalent. Today, as the general death 
rate for tuberculosis declines, many 
feel that the situation is good because 
only the Negroes now suffer. 

Medical men who advance racial 
susceptibility as an explanation of the 
severity of tuberculosis in the Negro 
population do not deny the impor- 
tance of environmental factors. How- 
ever, many persons, imperfectly ad- 
justed to the full responsibilities of 
life in a democracy, tend to use race 
as an excuse for neglecting the proven 
measures known to be effective. The 
solution of the problem of tuberculosis 
among Negroes lies not in developing 
special approaches, new techniques, or 
in making Negroes responsible. 

It is ironic that the tendency to 
segregate the tuberculosis problem is 
a menace to the health of all members 
of the community. Disease germs will 
cross color lines. 

Good tuberculosis control pro- 
grams are well known. It remains 
only to apply the tuberculosis control 
measures of case-finding, clinical 
study, hospitalization, and treatment 
to all groups of the population equal- 
ly. More intensive use of known pro- 
cedures is indicated among Negroes. 
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Case-finding and diagnostic proce- 
dures should be freely accessible to 
all. Finding the tuberculosis case 
and preventing the spread of disease 
by early medical treatment and iso- 
lation are of primary importance. 

The basic elements of good tubercu- 
losis control need no discussion here. 
The National Tuberculosis Association 
and its affiliates willingly supply de- 
tails of these programs. 


Education 


The American public should be 
educated to the need for early treat- 
ment and isolation of tuberculosis. 
Teaching of curability and prevent- 
ability is important. 

Public cooperation should be in- 
sured by education. Police methods 
of enforced isolation should be 
shunned in favor of cultivating en- 
lightened cooperation. 

On a broader base, the true preven- 
tion of tuberculosis requires full ex- 
tension of good general educational 
opportunities to all Americans as a 
basic preparation for successful living 
in our complex social and economic 
order. Health education is a special 
aspect of immediate concern; edu- 
cation for full participation in the 
national life is the desideratum. 


Economic Provisions 


An attack of the economic problems 
of which tuberculosis is the conse- 
quence cannot be outlined here. The 
necessities are obvious. Good housing 
and fair opportunities for economic 
advancement in proportion to ability 
are true preventive measures. Under 
present conditions palliative measures 
are urgent. 
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Tuberculosis imposes financial 
strains on the tuberculous and their 
families. Eight months to three years 
of enforced idleness may cause much 
hardship to breadwinners and their 
dependents. We should then abolish 
payment for tuberculosis hospitaliza- 
tion. This has already been done in 
less than half the states. Next, we 
must extend adequate financial assist- 
ance to the families of tuberculous 
breadwinners during treatment and 
convalesence. This would motivate 
an earlier acceptance of hospitaliza- 
tion by individuals who, with reason, 
postpone acceptance. 


Social Work and Rehabilitation 

The provision of trained social 
workers to tuberculosis clinics and 
hospitals is of particular importance 
to a group so heavily handicapped by 
problems of a social, family, and eco- 
nomic nature. Skilled persons able to 
assist individuals in their problems 
during enforced disability will materi- 
ally assist our program for early 
treatment and an enduring recovery. 

An increased recognition of the im- 
portance of using teaching of all 
types, skilled occupational counsel- 
ling, and expert job placement serv- 
ices in the treatment of the tubercu- 
lous patient is required. The Negro 
patient needs this assistance particu- 
larly since arduous work is not suited 
to the tuberculous after recovery and 
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opportunities in non-laborious em- 
ployment are not common. 


Improved Medical Care 


The development of a program by 
which medical care may be fully avail- 
able to all segments of the American 
population is an urgent necessity. The 
job of training physicians to recognize 
the social and economic significance of 
a broad improvement in general 
health should be assumed by medical 
schools. Preventive medicine should 
be more directly related to clinical 
practice and the full use of social and 
rehabilitation measures in medicine 
should be more generally advocated. 


CoNCLUSION 


The prevalence of severe progres- 
sive tuberculosis among the American 
Negro population is a product of the 
conditions of modern living in the 
national community. It is a problem 
for all Americans. It cannot safely 
be regarded as a minority problem. 

As we solve our basic social and 
economic problems, true control of 
tuberculosis will become feasible. In 
the meantime, the intensive applica- 
tion of known tuberculosis control 
measures will be as effective among 
Negroes as for others. Special or ex- 
pedient solutions can produce no more 
lasting success with tuberculosis than 
with any other complex social prob- 
lem. 














CHAPTER V 


LEADING CAUSES OF DEATH AMONG NEGROES: 
THE DEGENERATIVE DISEASES 


Henry A. Cauuis, M.D. 
Internist, Washington, D. C. 


INTRODUCTION 


The so-called degenerative diseases 
are as old as mankind. They have 
been looked upon as necessary con- 
comitants of the ageing process. One 
or another of the degenerative dis- 
eases has been identified as synony- 
mous with old age: “A man is as old 
as his arteries.” In this sense the de- 
generative processes have been iden- 
tified in living tissues as factors of 
time. Much of our present thinking 
on the problems of old age remains 
so oriented. Though we live in the 
Atomie Age our common sense think- 
ing has not yet adjusted itself to that 
conception of the universe in which 
time is merely the fourth dimension 
of space. 

So soon as we recognize that time, 
even as expressed in birthdays and 
years, is a convenient measure like 
length and height and breadth, we 
shall divest age from causal relation- 
ships in human biology. Some such 
sounder basis for our thinking and 
research becomes increasingly im- 
portant because of the growing pro- 
portion and influence of older people 
in our population. This is distinctly 
a twentieth century problem. One 
hundred years ago the majority of 
people who reached adulthood were 
dead at forty. To dismiss time or age 
as the significant factor in maturity 
and degeneration is as important for 
psychology and the social sciences as 
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it is for medicine and its new sub- 
division of geriatrics. Senility or old 
age is no longer an acceptable, legal 
cause of death. 


At the other extreme the labora- 
tory, by implication, has conferred 
immortality upon living tissue cells. 
It has been demonstrated by the 
work in tissue culture that cells may 
be kept alive and reproduce them- 
selves indefinitely under optimum en- 
vironmental conditions including nu- 
trition and the removal of their waste 
products. Optimum conditions for 
the lengthening of human life have 
proceeded rapidly with the advance- 
ment of science in the last fifty years. 
The prevention and control of the 
contagious and infectious diseases 
enables more of us to live to that pe- 
riod in which the degenerative dis- 
eases become a major threat. 

It is important to recognize that the 
degenerative diseases, or old age, 
whichever you will, do not begin at 
fifty, or sixty, or seventy years. Some 
one has said that the processes of 
death begin with birth. It is true that 
the pathologist is able, often, to recog- 
nize with the naked eye, in tissues of 
the first decade of life, those changes 
which in old age are labeled as degen- 
erative. In the present discussion 
therefore, age is used as a comparative 
measure, not as an end in itself. We 
are more interested in those environ- 
mental factors which continue to give 
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the Negro in America, ten years less 
of life than his white compatriot en- 
joys. 

THE DEGENERATIVE DISEASES 


By and large the degenerative dis- 
eases include those chronic processes 
in adult human tissues which alter to 
their disadvantage, the normal, ma- 
ture structures and functions, of tis- 
sues, organs and systems. Such proc- 
esses usually affect longevity. When 
they predominate in such organs as 
skin, eye, ear, or joint, obviously 
length of life is not involved directly. 
The degenerative processes are slowly 
progressive and their resulting tissue 
changes are, for the most part, irre- 
versible. Our present social problem 
is to understand clearly what factors 
accelerate and what factors retard the 
development of these disintegrating 
changes. The large number of deaths 
in the Armed Services of World War 
II, of young men from demonstrated 
coronary heart disease, increases our 
interest in the search for the signifi- 
cant factors. 

The significant Degenerative Dis- 
eases, because they loom so large in 
vital statistics as causes of death, are: 
heart disease, diseases of the blood 
vessels, cancer, nephritis and diabetes. 
All of these may and do affect young 
people. These diseases become impor- 
tant in an ageing population because 
of those of us now alive in the United 
States, four out of five will sueceumb 
to one or another of these leading 
causes of death. For this inquiry the 
pertinent question is, when? 

In each of these degenerative dis- 
eases there are several subdivisions. In 
gross statistical analysis they are 
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grouped. For our purposes it is well 
to comprehend what the terms in- 
clude. A small percentage of heart 
disease is due to congenital malforma- 
tion and therefore is structural rather 
than degenerative. Most heart dis- 
ease in persons under thirty years is 
infectious in origin: rheumatic heart 
disease, or bacterial endocarditis. Both 
are now amenable to therapy. Un- 
treated syphilis produces heart disease 
in the fourth and fifth decades. By 
and large, however, deaths from heart 
disease represent the mortality from 
hypertension, anteriosclerosis and cor- 
onary accidents. 

Diseases of the blood vessels are the 
foundation of cerebral and coronary 
accidents and of the chief form of ne- 
phritis. We are familiar with arterio- 
sclerosis, but less so with atherosclero- 
sis. The latter process is a degenera- 
tive softening of the arterial wall, as- 
sociated with cholesterol deposits and 
faulty fat metabolism. It tends to oc- 
eur in younger people. Today only a 
small percentage of chronic nephritis 
occurs in younger people as a result 
of infectious disease. Diabetes and 
cancer may occur at any age, but they 
encompass chiefly the later decades. 


THE DEGENERATIVE DISEASES AND 
LENGTH OF LIFE 


Our discussion requires a statistical 
base for the interpretation of our 
problem. This base is provided by 
Chapters II and III of this study. 
While Doctor Dublin and Doctor Go- 
ver have made our task easier, they 
are in no way responsible for the use 
to which their numerous studies are 
set. 





faba 
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In the last census year, 1940, the 
standardized death rate of whites was 
8.2 per 1,000; that of Negroes was 
14.0 per 1,000, or 71 per cent higher 
than the white. Even this figure rep- 
resented an improvement for Negroes. 
In 1930, the excess over whites was 
81 per cent. It is significant also that 
in the cities in 1930 the death rate for 
Negroes exceeded that of whites by 
95 per cent. These figures are impor- 
tant because the heavy disadvantage 
of the Negro occurs in the years be- 
fore age 45, when the degenerative 
diseases begin to disclose themselves. 
The excess of Negro deaths over white 
per 1,000 continues for every age 
group, but diminishes after age 45 so 
that after age 65, thé mortality ratios 
for Negroes more nearly approach 
those for whites. 

The chief factors contributing to 
the higher early death rates among 
Negroes are discussed in other chap- 
ters of the symposium. We are not 
relieved, however, of a significant dis- 
parity of rates of deaths from the de- 
generative diseases. In his study for 
the year 1941,? Doctor Dublin found 
chronic heart disease the leading 
cause of death among Negroes with a 
death rate almost 114 times that for 
whites. The rates for cerebral hemor- 
rhage and for chronic nephritis were 
each twice the corresponding rates for 
whites. The death rate from cancer 
among Negroes was slightly lower 
than the rate for whites. In this dis- 
ease there is some statistically signifi- 
cant difference in the locations of can- 
cer in the two races, but there has been 


_'Louis I. Dublin, Ph.D., The Health of The 
Negro. New York: Metropolitan Life Ins. Co., 
1943, p. 4 and p. 9. 


*Tbid., p. 6. 





no great difference in the adjusted 
rates of death from cancer in Negro 
and white. Following his study of the 
period 1942-46,3 Doctor Dublin re- 
ported that the mortality from cardio- 
vascular renal diseases showed an ex- 
cess Negro rate of 20 per cent for 
males and 80 per cent for females. 
The rates for diabetes for the two 
races did not vary significantly. 
Notwithstanding the unfavorable 
position of the Negro in early deaths 
and in deaths from the degenerative 
diseases, the Negro’s expectation of 
life at birth and his average age at 
death have both participated in the 
general increases for the country as a 
whole during the past half century. 
However, in both instances the aver- 
age gains for the Negro have con- 
tinued to lag behind the national aver- 
age gains by approximately ten years. 
The Negro population as well as the 
white, is growing older, but the disad- 
vantage of the Negro is maintained. 
Doctor Gover* reports that ‘‘the 
percentage of persons 65 years and 
over in the 1920, 1930, and 1940 enu- 
merations was 3.2, 3.2, and 4.8 for 
non-white and 4.8, 5.7 and 7.1 per 
cent for white respectively.’’ From 
1920 to 1944 Negro death rates from 
malignancy and diabetes mellitus re- 
mained slightly lower than similar 
rates for whites. In all the other de- 
generative diseases, heart disease, in- 
tracranial lesions of vascular origin 
and nephritis the excess in the Negro 
death rates over the white, compares 
for the entire period, with the un- 
SLouis I. Dublin, ‘Death and the Negro.” Sta- 
elton Bulletin, Met. Life Ins. Co., 28:8—Mr 


*Mary Gover, ‘“‘Negro Mortality.” Public Health 
Reports, 63:201, F 1948. 
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favorable disclosure in Doctor Dub- 
lin’s reports. 


INTERPRETATION 


In the evaluation of the health 
status of any social group considera- 
tion must be given to all the observ- 
able factors, medical, hygienic, eco- 
nomic, social and political. It is the 
observance of this principle which 
gives value still to the 1937 Yearbook 
of the JouRNAL or NeGRO EDUCATION 
on ‘‘The Health Status and Health 
Education of Negroes in the United 
States.’’ The current Yearbook on 
the same subject is no less significant. 
Failure to recognize this principle was 
responsible for the gloomy and dis- 
heartening picture of Negro health 
and his capacity for survival in Amer- 
ica, which was current at the begin- 
ning of this century. From his long 
interest and study of this complex 
problem, Doctor Dublin is able to de- 
duce that, ‘‘The figures indicate that 
the Negro race is physically well or- 
ganized, and with improving environ- 
ment will continue to increase in life 
expectancy.’’ 

In the field of communicable dis- 
eases it has been demonstrated re- 
peatedly, that the same public health 
measures which reduce the incidence 
for whites, decrease the morbidity and 
mortality rates for Negroes. Whoop- 
ing cough, tuberculosis, pneumonia, 
malaria, puerperal sepsis, syphilis and 
the deficiency disease, pellagra, all 
lower the life expectancy of the Ne- 
gro. These preventable diseases kill 
before the degenerative diseases be- 
come a threat. Why do the Negroes 
who survive succumb earlier and in 
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greater proportion to the degenerative 
diseases ? 

Some insight into this problem of 
group health status was revealed a 
century ago. Recently the ‘‘Shattuck 
Report,’*°—Report of the Sanitary 
Commission of Massachusetts ; 1850,— 
has been reprinted. The report points 
out repeatedly that death rates in- 
crease with urbanization and that the 
increase is related to poverty and 
overcrowding. These two factors in 
our society are responsible for much 
of our delinquency, physical disease, 
early deaths and mental illness. The 
degenerative diseases are not unre- 
lated. Eighty per cent of the Negro 
families in the United States are in 
the lowest income bracket as contrast- 
ed with 20 per cent for the white. 
Cancer and diabetes take their toll 
irrespective of economic or social 
status. The remaining degenerative 
diseases, cardiac, coronary, cerebral, 
nephritic, are related chiefly to 
changes in the arteries. Infection as 
a cause of such pathological changes 
is of very minor importance in 1949. 
The very significant factors are relat- 
ed to economic and emotional secur- 
ity; standards of living, hours and 
character of work, adjustment to in- 
equalities of opportunity and free- 
dom, availability of adequate recrea- 
tional, medical and hospital facilities. 
The search for the biologic factors 
which initiate the degenerative dis- 
eases must continue. Yet society has 
within its control, the means to ameli- 
orate those economic and social causes 
which frequently offer the foundation 


SHugo Muench, M. D., Dr. P.H., ‘‘Lemuel Shat- 
tuck—Still a Prophet.” American Journal of Pub- 


lic Heaith, 39:158, F 1949, 











for, and always accelerate, the course 
of the degenerative diseases. 


CoNCLUSIONS 


1. The ageing of the Negro popu- 
lation in America increases the sig- 
nificance of the degenerative diseases 
as causes of morbidity and mortality. 

2. The longevity of the Negro and 
his fatality rate from the degenera- 
tive diseases, have been increasing for 
30 years. 

3. Diabetes and cancer follow 
much the same pattern of incidence 
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and death in Negro and white in the 
United. States. 

4, The vascular degenerative dis- 
eases affecting chiefly the heart, brain 
and kidney, exact a greater toll among 
Negroes than whites. 

5. The vascular degenerative dis- 
eases are affected adversely by unto- 
ward socio-economic factors. 

6. The socio-economie factors 


which influence the Negro’s excess 
death rate from the vascular degen- 


erative diseases, are remedial. 








CHaptEer VI 


INFANT AND MATERNAL MORTALITY AMONG NEGROES 


Epwarp E. Scowartz* 
Director, Division of Statistical Research, Children’s Bureau, FSA 


The sharp reduction of infant and 
maternal mortality during the decade 
and a half from 1933 through 1947 
represents one of the most impressive 
triumphs of medicine, public health 
work, and social welfare programs in 
this country. The infant mortality 
rate for the United States of 58.1 per 
1,000 live births in 1933 dropped to 
32.2 by 1947, a decrease of 45 per cent. 
Some idea of the significance of this 
decrease in terms of saving lives may 
be gained from the fact that if the 
infant mortality rate had persisted at 
its high 1933 level until 1947, more 
than 490,000 infants would have died 
who actually survived their first year 
of life. This may be compared with 
the total of 477,000 infants born dur- 
ing 1947 in New York, Massachusetts, 
and Connecticut taken together. The 
maternal mortality rate decreased 
even more than the infant mortality 
rate, from 61.9 per 10,000 live births 
in 1933 to 13.5 in 1947, a drop of 78 
per cent. 


DECREASE IN Morrauity Laas FoR 
NEGRO POPULATION 


To what extent has the Negro popu- 
lation benefited from the national re- 
duction in infant and maternal mor- 
tality? This question can be answered 
best by comparing Negro and white 
mortality rates. Figure la makes pos- 


*Bronson Price, Division of Statistical Research, 
Children’s Bureau, assisted in the preparation of 
material for this Chapter. The statistical data 
were furnished by the National Office of Vital 
Statistics. The latest available national data on 
infant and maternal mortality are for 1947. 


sible a comparison of absolute rates 
for any year from 1933 to 1947. This 
chart shows (1) that Negro infant 
mortality rates have been higher 
throughout the period shown than 
white infant mortality rates; (2) that 
white infant mortality rates have been 
decreasing; (3) that Negro infant 
mortality rates have been decreasing. 
It cannot be inferred from Figure la, 
however, that the Negro infant mor- 
tality rate has decreased more rapidly 
than the white rate. The percentage 
decrease from 1933 to 1947 was, in 
fact, approximately the same for the 
Negro as for the white infant mor- 
tality rate. This may be seen graphi- 
cally in Figure 1b, which enables one 
to compare the rapidity of change in 
the two rates. As is seen from the 
similar slope of the curves for ‘‘Ne- 
gro’’ and ‘‘white,’’ the two infant 
mortality rates have declined at ap- 
proximately the same speed. 

The 1947 infant mortality rate 
means that approximately 1 of every 
33 white infants and 1 of every 21 
Negro infants died before their first 
birthdays. In 1947, as in 1946 and in 
1945, the Negro infant mortality rate 
was approximately equal to the white 
infant mortality rate of 10 years earli- 
er. This relation represents the lag of 
a decade in progress in reducing the 
Negro infant mortality rate as com- 
pared with the white. 

The Negro maternal mortality rate 
in 1933 was 100.0 per 10,000 live 
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Figs. !, 2,3. 
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*Figures 3a and 3b show data for white births and for nonwhite births. 


Ninety-four per 


cent of nonwhite births are Negro and the trend shown here is believed to approximate 


closely the trend for Negro births. 
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births—almost double the white rate 
of 56.4. Fifteen years later, both rates 
had declined but the Negro rate of 
33.6 was three times the white rate of 
10.9. The greater absolute decline in 
Negro mortality is shown in Figure 
2a and the greater relative decrease 
in the white rate is shown in Figure 
2b. The 1947 maternal mortality rates 
indicate that for every 917 white in- 
fants born alive 1 white mother died 
from a puerperal cause; 1 Negro 
mother died for every 298 Negro in- 
fants born alive. 

While these reductions in infant 
and maternal mortality were taking 
place the proportion of births which 
occur outside hospitals was also de- 
creasing. Figures 3a and 3b show 
data on the percentage: of all live 
births taking place outside hospitals 
(tabulations on the hospitalization of 
confinements were initiated with 1935 
data and are continuously available 
for the nonwhite population but not 
for the Negro population alone). 
These charts show that the percentage 
of births outside hospitals has de- 
ereased more rapidly, both absolutely 
and relatively, for the white man than 
for Negro live births. In 1947, the per- 
centage of all births of nonwhite in- 
fants who were born outside hospitals 
was five times as great as the percent- 
age of all white infants who were born 
outside of hospitals. 


State VARIATIONS IN Rates Point To 
NEED FOR SERVICES 


Notwithstanding the steady migra- 
tion of Negroes from the Southern to 
Nurthern and Western states, approxi- 
mately 69 per cent of the Negro births 
in this country in 1947 were to resi- 


dents of 13 Southern and Southeast- 
ern states. In addition, 25 per cent 
were in 8 other (chiefly Northern and 
Midwestern) states. 

For these 21 states, the infant and 
maternal mortality rates for the Ne- 
gro and white populations are shown 
in Figure 4. Especially as concerns 
the Negro rates, the data reveal very 
wide differences from one state to an- 
other. In infant mortality the per 
cent excess of Negro as compared to 
white rates varies from about 20 per 
cent (Ark.) to over 100 per cent 
(Mo.), while the Negro excess in ma- 
ternal mortality ranges from 40 per 
cent (D. C.) to 300 per cent (Fla.). 
There is no inherent reason why Ne- 
gro infant mortality need be so 
much higher in Missouri, Pennsyl- 
vania, or Texas than in Arkansas, nor 
why Negro maternal mortality need 
be so much higher in Florida or Ala- 
bama than it is in New Jersey or 
Ohio. The existence of the wide range 
of differences shown in Figure 4 
means that methods of preventing in- 
fant and maternal mortality have 
been developed and applied much 
more effectively in some states than in 
others, and that improved programs 
within the individual states and com- 
munities can still save the lives of 
many mothers and infants. 

For all 21 states there is a signifi- 
cant correlation between low Negro 
maternal mortality rates and a low 
proportion of nonwhite births outside 
hospitals. This relationship indicates 





1The relation between percents of nonwhite 
births outside hospitals and Negro maternal mor- 
tality rates throughout the 21 States is represented 
by an r of +.80, while the corresponding coeffi- 
cient for whites is +.72. Analogous coefficients 
are —.10 and +.49 when the infant mortality 
rates are used instead of the maternal mortality 


rates. The coefficient of —.10 arises because, in 
a few States (eg., Arkansas and Mississippi) 

















the effect, not only of hospital care 
itself, but also of the prenatal and 
postnatal services associated with hos- 
pital care. 


Leapina Causes oF NEGRO INFANT 
DEATHS 


Premature birth is by far the most 
important single cause of infant mor- 
tality in the Negro population. As 
shown by Figure 5, almost one-third 
of all Negro infant deaths are the re- 
sult of prematurity. Prematurity is 
also the leading cause of death of 
white infants, but the rate of Negro 
deaths from this cause is 40 per cent 
higher than the white rate. 

A most important factor in prevent- 
ing the deaths of prematurely born 
infants is the availability of hospital 
facilities to expectant mothers. Ideal- 
ly, such facilities would include spe- 
cially equipped ambulances to trans- 
port the mother or infant to the hos- 
pital when premature birth has oc- 
curred or is threatened. The ambu- 
lance as well as the hospital would be 
equipped with an incubator for sup- 
plying premature infants with the 
warmth and oxygen essential to their 
survival, and special nursing care 
would be available. Arrangements of 
this kind are being developed in a 
number of localities. In the present 
state of medical knowledge, a reduc- 
tion in the rate of deaths of premature 





where nearly all nonwhite births occur outside 
hospitals, the State authorities have developed 
relatively effective programs of licensing and train- 
ing midwives and nurse-midwives. These State 
achievements indicate what can be done pending 
expansion of hospital facilities. The statistics do 
not mean that hospitalization is unnecessary; in- 
creased hospitalization would undoubtedly drive 
Arkansas’ and Mississippi's infant mortality rates 
even lower, in addition to achieving very marked 
reduction in maternal mortality rates. For a de- 
scription of the Arkansas program see Mamie O. 
Hale's article in The Child, 11: 66-69, O 1946. 
and 13:53-54, O 1948. 
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Negro infants is dependent on the 
availability of such facilities to the 
Negro as well as the white population. 

To a considerable extent, increased 
hospitalization of confinements is also 
the best hope of reducing infant 
deaths from three of the other ten im- 
portant causes shown in Figure 5. 
These causes are (1) birth injury; (2) 
asphyxia and atelectasis (imperfect 
expansion of the lungs) ; and (3) in- 
fection of the umbilicus. Hospitaliza- 
tion of confinements tends to reduce 
deaths from these causes by providing 
expert care at time of delivery and by 
giving special care as soon as threaten- 
ing conditions are observed. 

Where hospitalization during con- 
finement and the puerperium includes 
instruction of the mother in caring for 
her infant after she arrives home, hos-. 
pitalization may also have favorable 
effects in reducing mortality from cer- 
tain other leading causes of death 
shown in Figure 5. Deaths due to re- 
spiratory and digestive diseases, acci- 
dents, and whooping cough, are not 
peculiar to the first week of life but 
may strike throughout infancy. The 
reduction of deaths from these four 
causes, which together account for 
nearly one-third of all Negro infant 
deaths, can be attacked directly by de- 
veloping and extending medical serv- 
ices, clinics, public health nursing 
services, and educational programs to 
reach all Negro mothers and infants. 
The Negro infant mortality rate is 
higher for all of these causes than is 
the white infant mortality rate. Po- 
tentially, a well-rounded program of 
medical and public health services 
could not only reduce deaths from all 
four of these causes, but could drasti- 
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cally reduce the excess in the Negro 
infant mortality rates as compared to 
the white. However, a relative excess 
in the Negro rates is likely to persist 
unless there is at the same time com- 
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true with respect to deaths from re- 
spiratory diseases, the second leading 
cause of infant deaths among Negroes, 
and a cause which is nearly 214 times 
as serious among Negro as among 


white infants. 
Great progress has been made in re- 
ducing the number of deaths of Ne- 


paratively rapid and substantial im- 
provement in Negro housing and 
standards of living. This is especially 
































Fig. 4 INFANT AND MATERNAL MORTALITY 
SELECTED STATES, 1947 
LEGEND: Solid lines ( «mmumems) represen! Negro rates 
Dotted lines (~———) represent white rates 
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Note: The 21 states ranked on the opposite page according to their infant mortality rates 

are all those whose residents had 5,000 or more Negro live births. All of their infant 

mortality rates and a large majority of their maternal mortality rates are statistically 

dependable. Maternal mortality rates subject to considerable chance variation are marked 

by an asterisk (*). Southern and southeastern states are marked by an (S)- below the 

name of the state; other states selected because of their large numbers of Negro live births 
are indicated by an (OQ). 
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gro infants from syphilis, and the 
1947 Negro rate was only about one- 
f@tethithe rate of a decade ago. How- 
ever, some idea of the possible extent 
of improvement still to be made in 
this area is indicated by the fact that 
the Negro infant mortality rate from 


Fig.5 
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syphilis is still 16 times the white rate. 
Syphilis must, of course, be attacked 
before pregnancy occurs or at least 
well before the period of confinement. 
This requires increased public educa- 
tion and cooperation with clinical 
staffs who are working to eliminate 


CAUSES OF DEATH AMONG NEGRO INFANTS 


UNITED STATES, 1947 


NEGRO RATE 


EXCESS OF NEGRO 
OVER WHITE RATES 


(Deaths under | year 


per 1,000 live births) 


Percent 








oO- 


Cause’ 


PREMATURE BIRTH 4.9 
(159) 


RESPIRATORY DISEASES— 
94% PNEUM & INFLU. 8.0 
(33 & 104-101) 


BIRTH INJURY 3.8 
(160) 





DIGESTIVE DISEASES — 


OTHER SPECIFIED CAUSES 2.4 


ILL-DEFINED CAUSES INCL. 
“CONGENITAL DEBILITY” 6.0 
(158 & 199-200) 


ALL CAUSES 47.72 


1 The figures in porentheses are the Numbers of the causes in the 
Internotional List of Causes of Death, 1938 Revision. 
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this disease. If the necessary coopera- 
tion can be maintained, there is a 
pasis for assuming that syphilis can 
be eradicated as a cause of infant 
deaths. 

Every year a substantial number of 
the deaths reported among both Ne- 
gro and white infants have to be clas- 
sified as ‘‘ill-defined,’’ which means 
that the causes entered on the death 
certificate were not stated precisely 
enough to permit proper classification. 
This kind of miscellaneous category 
usually has little meaning or value in 
statistical analysis. However, in the 
case of Negro infant mortality the 
high rate of deaths classified as ‘‘ill- 
defined’’ and the fact that six times 
as many Negro as white infant deaths 
fall in this category have peculiar sig- 
nificance. Inasmuch as the majority 
of cases of this kind reflect inadequate 
facilities for diagnoses or inadequate 
training on the part of those reporting 
the deaths, the solution of this prob- 
lem, like the reduction of deaths from 
the specified causes, lies in improving 
the quality and availability of medical 
facilities and personnel, particularly 
in rural areas. 


Negro MATERNAL MorrTA.Lity 
EXCESSIVE 


Causes of infant mortality among 
Negroes needing particular attention 
can be readily identified. In the case 
of maternal mortality, as shown in 
Figure 6, the Negro rate is more or 
less uniformly excessive for all major 
causes. The fact is that many Negro 
women are still dying needlessly from 
all puerperal causes. 

What are the more important 
causes of puerperal death and what 
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can be done about them? As Figure 
6 shows, the chief causes of maternal 
mortality are (1) infection,, which 
mainly concerns the condition histori- 
cally known as ‘‘puerperal fever’’; 
(2) toxemia, which comprises a group 
of symptoms about which too little is 
known as yet; and (3) hemorrhage, 
trauma, and shock, which involve 
grave loss of blood or malfunction of 
the vascular system. 

Though much can be done about all 
three of these major groupings of 
causes, numerous studies have indi- 
cated that deaths from infection are 
the most preventable. A few decades 
ago infection was by far the leading 
cause of maternal death in all or most 
countries, and in too many areas in- 
fection still accounts for well over half 
the maternal deaths. 

In this country as a whole, while 
maternal deaths from all these major 
groups of causes have been decreas- 
ing, deaths from infection have been 
declining most rapidly. With the im- 
proved distribution and use of the 
sulfa drugs and the new antibiotics, 
it is possible or likely that the rate 
from infection will drop to third place 
in the near future. 

From data as reported, and as 
shown in Figure 6, it would appear 
that the greatest Negro-white differ- 
ence in maternal mortality rates is 
that for infection associated with 
abortion. In view of the relatively in- 
adequate medical attention available 
to Negro mothers undergoing induced 
or spontaneous abortion, the data re- 
ported may reflect a real difference 
between Negro and white mothers in 
mortality from this cause. However, 
deaths from infection associated with 
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Fig. 6. CAUSES OF DEATH AMONG NEGRO MOTHERS 
UNITED STATES, 1947 
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abortion are undoubtedly under-regis- 
tered, in general, and it is also possi- 
ble that because of the socio-economic 
factors involved the understatement 
is greater for white than for Negro 
mothers. The meaning of the Negro- 
white difference in mortality from in- 
fection associated with abortion is, 
therefore, very uncertain. 

The conditions classified as ‘‘tox- 


Source: National Office 
of Vital Statistics 


emia’’ are disturbances about which 
we have relatively little knowledge as 
to causation. Further systematic re- 
search will probably be necessary be- 
fore we can hope for as much reduc- 
tion in deaths from toxemia as from 
the other two main groups of causes. 
Nevertheless, we know that the moth- 
er’s physical condition at the onset of 
pregnancy probably affects the 
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chances that toxemia will develop. 
These physical conditions concern, for 
example, the mother’s nutritional 
status, her age, and the interval that 
elapsed between the given pregnancy 
and a previous one. Twinning and 
maldevelopment of the fetus may be 
additional factors. 

One reason for the decline in mater- 
nal deaths from toxemia, according to 
some authorities, is that at present a 
larger proportion of pregnancies in- 
volving toxemia are safely interrupted 
than was the case in earlier years, and 
that women who are advised by phy- 
sicians that they are ‘‘poor risks’’ are 
preventing pregnancies more effective- 
ly now than was possible in the past.” 

While it is clear that the availabil- 
ity of hospitals or at least maternity 
clinics is important for reducing 
deaths from any maternal cause, prop- 
er facilities for delivery are especial- 
ly important for cases involving hem- 
orrhage, trauma, or shock.* It is usu- 
ally difficult, if not impossible, to 
anticipate these conditions. When 
they arise, minutes or even seconds 
may count, and the necessary blood 
plasmas and equipment for giving 
transfusions and oxygen should be at 
hand. Only well-equipped and well- 
staffed hospitals or maternity clinics 
can provide adequate arrangements 
of this kind. Increased hospitalization 
of confinements and improvement of 
special facilities for maternity cases 
are essential if we are to accomplish 
further substantial reductions in ma- 





°R. E. Seibels, “Obstetric Problems in the Rural 
South,” Southern Med. Jour. 36:41-45, 1943. 
Edith L. Potter and F, L, Adair, Fetal and Neo- 
natal Death. Chicago: University of Chicago 
Press, 1940, p. 123. 

*P. F, Williams, ‘“Maternal Welfare and the Ne- 
Jour. of Amer. Med. Assoc., 182:611-14, 
946. 
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ternal deaths from hemorrhage, trau- 
ma, or shock. 


PROGRESS DEPENDS ON MAKING 
Services WipELy AVAILABLE 


Negro mothers and infants have 
shared in the great reduction in mor- 
tality which has been achieved during 
the past decade and a half in the 
United States—but they have not 
shared fully. Moreover, when com- 
pared with the populations of other 
countries the infant and maternal 
mortality rates of our Negro popula- 
tion provide no basis for self-con- 
gratulation or complacency. 

The infant mortality rate for Amer- 
ican Negroes was slightly above the 
median rate for the 40 countries for 
which data are available for 1944; the 
maternal mortality rate for American 
Negroes was at the median for 35 re- 
porting countries.* Maternal mortal- 
ity rates reported by such countries 
as Greece, Ireland, Italy, Mexico, 
Venezuela, and Uruguay were lower 
in 1944 than the rate for the Negro 
population of this country. 

The United States has the technical 
knowledge, skills, and resources neces- 
sary to improve the chances that Ne- 
gro mothers and infants in this coun- 
try will survive childbirth.5 The im- 
portance of hospitalization at the time 
of confinement, as a factor in reducing 
infant and particularly maternal mor- 
tality, has emerged at several points in 
this discussion. Hospitalization is, of 
course, only one of the components of 
an effective health program for moth- 


4Summary of International Vital Statistics, 
1937-1944. Federal Security Agency, National 
Office of Vital Statistics, 1947, 

5J. Yerushalmy, “Infant and Maternal Pranen 
tality in the Modern World.”” Annals of the A 
Acad. of Pol. and Soc, Science, 237:134-41, ~ > 
1945. 
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ers and children. Such a program 
also includes prenatal and postnatal 
care for the mother, pediatric services 
and supervision for the infant, health 
education, and needed welfare serv- 
ices.® 

These services can be provided by 
physicians in their own offices, by 
physicians and nurses in maternity 
elinies and child health conferences, 
by public health nurses through home 


‘Child Health Services and Pediatric Education. 
Report of Committee on Child Health Services. 
Amer. Acad. of Pediatrics. New York: Common- 
wealth Fund, 1949. 
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visits and group instruction, and by 
public child welfare workers. Con- 
tinued and equitable reduction in in- 
fant and maternal mortality in this 
country is largely dependent on a 
plan of distribution which will make 
needed services available—in both the 
geographic and in the economic sense 
—to all American mothers and chil- 
dren. At the same time the general 
standard of living of the most disad- 
vantaged sectors of our population 
must be raised. 
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PHYSICAL DEFECTS OF WHITE AND NEGRO FAMILIES 
EXAMINED BY THE FARM SECURITY 
ADMINISTRATION, 1940 


Mary GOvVER 
Biostatistician, Division of Public Health Methods, 
U. 8S. Public Health Service 


From November 1939 through No- 
vember 1940 the Farm Security Ad- 
ministration, now the Farmers Home 
Administration, made physical exami- 
nation of members of farm families as 
part of a rural borrower rehabilita- 
tion program.! The primary purpose 
of temporary Farm Security Admin- 
istration medical clinics was to deter- 
mine the health status of the popu- 
lation in rural communities where 
borrowing programs were in effect, 
leading to the establishment of perma- 
nent health centers. From a statistical 
standpoint the prevalence of chronic 
disease obtained from records of such 
examinations varies considerably with 
the medical examiner unless quite 
definite measures are taken to insure 
comparability. Except for racial dif- 
ferences in population weighting by 
locality, however, such examination 
findings are better adapted to a racial 


1Mary Gover, Physical impairments of members 
of low-income farm families—11,490 persons in 
2,477 Farm Security Administration borrower 
families. 
I. Characteristics of the examined population, 
and 

II. Defective vision as determined by the 
Snellen test and other chronic eye con- 
ditions. Public Health Reports, 59: 1163- 
1184 (1944). 

III. Impaired hearing for speech. Public 
Health Reports, 60: 429-441 (1945). 

IV. Defective tonsils and adenoids. Public 
Health Reports, 60: 693-710 (1945). 

V. Defects of the nasal septum; and chronic 
respiratory affections, exclusive of diseased 
tonsils. Public Health Reports, 60: 1069- 
1085 (1945). 

VI. Extent of immunization against smallpox, 
diptheria, and typhoid fever. Public Health 
Reports, 61: 97-109 (1946). 

VII. Variation of blood pressure and heart 
disease with age; correlation of blood 
pressure with height and weight. Public 
Health Reports, 63: 1083-1101 (1948), 

° 


a 


comparison than a record of preva- 
lence only. The proportion of persons 
55 years and over is low in the exam- 
ined population; therefore persons in 
the old age brackets may have been 
somewhat selected for the presence of 
chronic disease in these data. A 
thorough attempt to examine all per- 
sons and to attend cases of illness, 
however, was made by the Farm Se- 
curity Administration among a white 
and Negro farm population similarly 
examined in a section of Southeast 
Missouri, and was reported upon else- 
where.” The prevalence of defects 
found on examination, particularly as 
the result of objective examination 
such as the Snellen chart, whispered 
voice, blood pressure, and so forth, are 
comparable as made in different locali- 
ties and are also adapted to a racial 
comparison. 

Examined farm families were un- 
selected among the Farm Security 
Administration clientele; that is, all 
members of borrower families who re- 
sided within certain counties, 19 in 
all, came for a physical examination. 
Nine of the selected counties* were 
located in Southern states, and their 


2 0. L. Gregory, Zetta E. Baukert, Aleta Me- 
Dowell, and C. E. Lively. The Health of Low- 
Income Farm Families in Southeast Missouri. Uni- 
versity of Missouri, Agricultural Experiment Sta- 
tion, Research Bulletin 410 (1947). 

8Spotsylvania Co., Virginia; Kershaw Co., South 
Carolina; Worth Co., Georgia; Levy Co., Florida; 
parts of Carroll, Leflore and Humphreys Oos., 
Mississippi; Pope Co., Arkansas; Okfuskee Co., 
Oklahoma; Franklin Parish, Louisiana; and 
Panola Co., Texas. 
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examined population included both 
white and Negro families. 


Family members (actually 94 per 
cent of the total Negro enrollment) 
were brought by automobile to tempo- 
rary examination clinics located at 
central positions in each county. The 
populations coming to the clinics were 
living under somewhat isolated con- 
ditions and were not always well ac- 
quainted with hospital or clinic facili- 
ties; many persons and entire groups, 
however, were very cooperative as was 
shown by the results of the psycho- 
metric tests. Each team of examining 
physicians consisted of an eye, ear, 
nose and throat specialist, an intern- 
ist, gynecologist, psychologists, labora- 
tory assistant and a nurse. 

The examination form was the same 
in all localities in an effort to keep 
the recording procedure uniform. The 
form required the examining physi- 
cian to make routine entries with re- 
spect to prior immunization, specific 
objective tests of vision and hearing, 
condition of tonsils and nasal septum, 
dental examination, height, weight, 
and blood pressure. Other objective 
tests such as those for tuberculosis, 
cancer and syphilis were performed 
by state health departments as 
thought advisable and the records are 
not consistently available. The exami- 
nation form also provided space for 
the recording of any defect or disease 
present at the time of examination 
under the general headings of chest, 
skin, abdomen, and so forth, and in- 
cluded a summary of defects and a 
statement of measures recommended 
for correction. 

In the nine Southern localities 1,714 
Negroes and 5,067 whites were exam- 
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ined under precisely the same condi- 
tions. All heads of families, both 
Negro and white, were relatively 
young farm owners usually with small 
children, to whom rehabilitation loans 
had been extended. Their average 
annual net income was comparatively 
low. The Negro groups examined are 
not a random sample of Southern 
rural Negroes but each Negro group 
is comparable, in the main, with the 
white group living under much the 
same environmental conditions, and 
examined on the same day and by the 
same clinic physicians. 

The examined Southern population 
specific for race, sex, and age is shown 
in the accompanying table (Table I), 
which gives information for the total 
number coming for examination. Ow- 
ing to a limited office clerical force at 
the time, sections of these data were 
not coded and therefore the examina- 
tions actually reported upon may vary 
somewhat for the prevalence of differ- 
ent defects. It is thought, however, 
that the size of the examined popula- 
tion is probably adequate in each 
instance. 


DEFECTIVE VISION 


All persons 5 years of age and over 
were tested for distance vision by the 
aid of the Snellen chart. 


The Snellen chart consists of rows of 
letters of varying size; each size of letter is 
designated by the number of feet at which 
a normal eye can read that row of letters. 
The result of the test is expressed as a frac- 
tion, the numerator of which is the distance 
at which the chart is actually placed (20 
feet in this case), and the denominator of 
which is the distance indicated on the mini- 
mum size of letter that is visible at 20 feet. 
For example, a fraction of 20/30 means that 
the minimum size of letter visible can be 
read usually at 30 feet but by the eye tested 
can be read only at 20 feet or less. 
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TABLE I 


Farm POPULATION EXAMINED BY THE FARM SECURITY ADMINISTRATION IN NINE 
SOUTHERN COUNTIES, 1940 





















































Age Negro White 
Both Sexes Male Female Both Sexes Male Female 
All Ages 1,714 851 863 5,067 2,594 2,473 
Under 5 211 95 116 626 299 327 
5-9 288 141 147 785 406 379 
10-14 303 162 141 857 451 406 
15-19 237 116 121 574 292 282 
20-24 91 43 48 279 110 169 
25-29 63 18 45 281 139 142 
30-34 71 36 35 319 147 172 
35-39 84 22 62 322 158 164 
40-44 90 43 47 301 152 149 
45-49 90 53 37 275 152 123 
50-54 71 42 29 187 114 73 
55-59 50 38 12 112 68 44 
60-64 32 20 12 84 61 23 
65 and over. 33 22 11 65 45 20 








Among all Negro persons over 5 
years of age in these data approxi- 
mately 25 per cent have defective 
vision. The percentage of Negroes 
affected increases sharply after 35 
years, from approximately 28 per cent 
at 35 years to 86 per cent at 65 years 
and over. Negro women have a higher 
prevalence of defective vision than 
men after 35 years of age. From 35-65 
years about 40 per cent more women 
than men, on the average, have defec- 
tive vision; at 65 years and over only 
3 per cent more women than men have 
defective vision (Table II and Figure 
3b, 

Negroes have less defective vision 
than whites, approximately one-third 
less for all ages over 5 years. The 
largest relative difference between the 
races occurs in children, approxi- 
mately 50 per cent fewer Negroes 
have defective vision at 5-14 years of 
age, although the prevalence is low; 
at 65 years and over, 86 per cent of 
Negroes and 95 per cent of whites 
have defective vision, or a Negro prev- 
alence 10 per cent less than the white. 


Practically none of these farm Ne- 
groes had been outfitted with glasses 
when these examinations were. made. 
Among white males and females of 
older ages only about one-quarter and 
one-half respectively, of those with 
relatively poor eyesight (20/40) had 
had their vision corrected with glasses. 


IMPAIRED HEARING 


The test of hearing was the whis- 
pered voice test generally employed 
for this purpose. [Each ear was ex- 
amined by speaking numbers in a 
whispered voice which were to be re- 
peated as heard; the longest distance 
at which correct answers were given 
was recorded in feet.] The ability to 
hear the whispered voice at more than 
15 feet in both ears is defined in these 
data as normal or above average hear- 
ing for speech. Those who could hear 
the whispered voice only at 15 feet or 
less in one or both ears are tabulated 
as having impaired hearing. 

According to this test 11 per cent of 
all Negroes over 5 years of age have 
impaired hearing. At 65 years of age 
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Figure 1. Age-Specific Percentage 


of Persons Reported to Have Defective Vision, and to 


have Impaired Hearing—members of farm families examined by the Farm Security 
Administration, 1940. 


and over, the percentage with im- 
paired hearing is 54 per cent or a 
somewhat lower prevalence of im- 
paired hearing than of defective 
vision. More men than women have 
impaired hearing at every age under 
65 in these farm data; at 45-64 years 
approximately 25 per cent more men 
than women have impaired hearing; 
at 65 and over the prevalence of im- 
paired hearing is approximately .the 
same among Negro men and women 
(Table II and Figure 1). 

Impaired hearing is considerably 
less frequent among Negroes than 


whites; for all ages over 5 years ap- 
proximately 40 per cent fewer Negroes 
have impaired hearing. At each age 
Negro prevalence rates are less than 
the white, ranging from 70 per cent 
less in children to approximately 30 
per cent less in old age. At 65 years 
and over, 54 per cent of Negroes and 
83 per cent of whites have impaired 
hearing. 


DISEASED TONSILS 


The usual procedure was followed 
in recording the condition of tonsils; 
that is, they were described as normal, 
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absent, partially removed, slightly 
diseased or markedly diseased and re- 
moval recommended. This method 
entails wide variation among exam- 
iners and these data actually do vary 
greatly with locality. In fact, two 
counties which recorded excessive 
rates are not included in the table 
shown; the remaining data presented 
are comparatively uniform, however. 

The frequency at which tonsillecto- 
my is performed on the average is 
known to vary with income, urbani- 
zation, and section of the country; 
that is, tonsillectomy is relatively in- 
frequent in low-income groups, in 
rural areas, and in the South. These 
data, therefore, represent a group in 
which the rate of tonsillectomy is ex- 
pected to be low. Among the Negroes 
examined, removal of tonsils had been 
practically nil; and among whites 
only 4 per cent at all ages had had a 
prior tonsillectomy. Neither group, 
therefore, had had tonsils removed to 
any great extent. 

The recorded prevalence of diseased 
tonsils for all ages is relatively high 
in these data; 50 per cent of Negroes 
had tonsils that were recorded as 
either markedly or slightly diseased. 
The peak of prevalence occurs at 10- 
14 years of age among both boys and 
girls, with a prevalence rate in that 
age group of 75 per cent for both 
sexes combined. This is a relatively 
old age distribution of diseased tonsil 
prevalence, since the peak usually 
occurs at 5-9 years. The removal of 
tonsils was relatively infrequent 
among these children, however, This 
has a cumulative effect upon the dis- 
eased tonsil rate as age advances. It 
seems obvious from the foregoing that 
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we are dealing with a group of farm 
individuals who exhibited a compara- 
tively high diseased tonsil prevalence 
and among whom tonsillectomy had 
been very infrequent (Table II and 
Figure 2). 

The prevalence of diseased tonsils 
was equally high among whites, or 
rates of 51 and 58 per cent for Negro 
and white, respectively, for all ages. 
Under 15 years of age Negro preva- 
lence is slightly less than white; after 
15 years, approximately 25 per cent 
fewer Negroes than whites had dis- 
eased tonsils. The proportion of 
markedly diseased among total dis- 
eased tonsils differs in the two races, 
however. Slightly more whites than 
Negroes have diseased tonsils but 
when the condition occurs it is more 
apt to be recorded as marked among 
Negroes. The prevalence rate of 
markedly diseased tonsils is 19 and 9 
per cent for Negroes and whites, re- 
spectively, compared with a total 
prevalence of 51 and 58 per cent. 


DEVIATED SEPTUM 


Deviated septum was recorded in a 
relatively high percentage of persons 
examined ; the extent of the condition, 
however, was not reported upon. The 
recorded prevalence of deviated sep- 
tum is markedly lower for Negroes; 
the Negro all-age prevalence being 
only slightly more than one-third of 
the white (Table II and Figure 2). 
With respect to age-specific preva- 
lence, the white reaches a high level 
(about 40 per cent) at 25 years of 
age; whereas the Negro prevalence 
continues to rise to its peak of ap- 
proximately 20 per cent at about 695 
years of age. 
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Figure 2. 





2. Age-Specific Percentage of Persons Reported to have Diseased Tonsils, and to 


have deviated Septum—members of farm families examined by the Farm Security Ad- 
ministration, 1940. 


CARIES 

A mouth examination by a dentist 
was made routinely as part of the 
physical examination. The examining 
dentist recorded the following infor- 
mation on a chart containing the 
numbers 1-32 arranged in 2 horizontal 
rows to represent upper and lower 
teeth. The dentist recorded number 
of filled surfaces, number of carious 
surfaces, missing tooth, unerupted 
tooth, replacement made by plate, 
crown or bridge, recommendation of 
extraction or replacement. All tabula- 
tions of these data are made for a 
total of 28 teeth exclusive of 4 wisdom 


teeth, owing to the fact that wisdom 
teeth erupt at a relatively late age. It 
was intended that all records be kept 
fully, but in cases of complete extrac- 
tion and recommendation of dentures 
separate tooth details were frequently 
unrecorded. In such cases we have 
considered all teeth to show some de- 
gree of caries or a total of 28 teeth 
to be either decayed, missing or filled. 
Sex and race comparisions of tooth 
decay are expressed in Table III and 
Figure 3 as (1) the percentage of 
persons with 1 or more carious teeth 
or the complement of the percentage 
of persons with no evidence of caries 
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and (2) the mean number of decayed, 
missing or filled teeth per person with 
1 or more such teeth. 

The percentage of persons with 1 
or more teeth affected by caries 
reaches 100 per cent in these data at 
approximately 45 years of age; prior 
to that age the percentages are some- 
what irregular but are slightly higher 
for women than men particularly 
under 25 years of age. The mean 
number of carious teeth per person 
with such teeth is clearly higher 
among Negro women than men at 
ages over 25 years. That is, under 25 
years of age more women than men 


259 


have caries to some extent, after 25 
years women have significantly more 
tooth decay than men, or approxi- 
mately 4 more teeth affected on the 
average (Table II and Figure 3). 

A race comparison brings out the 
fact that fewer Negroes than whites 
have some tooth decay which is par- 
ticularly obvious under 25 years of 
age, and also that over 25 years the 
mean number of decayed, missing and 
filled teeth is significantly less among 
Negroes, 2 and 3 teeth less on the 
average among males and females, 
respectively. 

The adequacy of dental care among 
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Figure 3. Age-specific percentage of persons having one or more teeth decayed, missing, 


or filled, and the mean number of teeth decayed, missing, or filled per person with such teeth 
—members of farm families examined by the Farm Security Administration, 1940. 
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these farm families can be stated in 
terms of the ratio of those who were 
in need of dental care to those who 
had had none prior to this examina- 
tion. In these data, 88 per cent of Ne- 
gro children 15-19 years of age and 76 
per cent at 20-24 years had had no 
prior dentistry. Among these indi- 
viduals 15-25 years old who had never 
seen a dentist approximately three- 
quarters needed dental repair. Among 
whites the ratio is equally high (Table 
IIT). 


HEART DISEASE 


Systolic and diastolic blood pressure 
was taken for all persons 15 years of 
age and over. One reading only was 
made routinely on each individual and 
no special effort was made to adjust 
what might be only a temporary ele- 
vation of pressure by recording an 
average of several readings in such 
cases. Environmental influences, how- 
ever, are probably no greater in these 
results than in those of other exam- 
ined groups. A diagnosis of hyper- 
tension was made whenever the exam- 
ining physician thought it advisable. 
Also the heart was examined with a 
stethoscope and by palpation and a 
recommendation made if indicated. 

Age-specific means of systolic and 
diastolic blood pressure are higher for 
women than men and higher for Ne- 
groes than whites. From 45 to 64 
years of age Negro women have a 
mean systolic blood pressure 20 mm. 
higher than the male; mean diastolic 
pressure is higher also among women, 
approximately 5 mm. above the male, 
on the average. Both systolic and 
diastolic mean blood pressures are 
also definitely higher among Negroes 


than among whites in all age groups 
(Table III and Figure 4). 

The usual definition of high blood 
pressure is a systolic pressure of 150 
mm. or more combined with a diastolic 
pressure of at least 90 mm. The per- 
centage of persons in these data who 
have high blood pressure so defined is 
high among women relative to men 
and among Negroes relative to whites. 
Sex and race comparisons of age- 
specific prevalence of reported hyper- 
tension are in agreement with those of 
recorded high blood pressure, or a 
relatively high prevalence in each age 
group among women compared with 
men and among Negroes compared 
with whites (Table IV and Figure 5). 

The prevalence of heart disease in- 
creases rapidly after 35 years of age, 
and after 35 years is approximately 
13 per cent higher among men than 
women. With respect to a race com- 
parision, heart disease has a reported 
Negro prevalence after 35 years of 
age, of approximately twice that of 
the white. 


PriIoR IMMUNIZATIONS 


The presence or absence of a prior 
immunization against smallpox, diph- 
theria, and typhoid fever was re- 
corded for all children under 15 years 
of age. The frequency of vaccination 
against smallpox is known to vary 
markedly with size of city, being 
higher in cities than in rural areas; 
and to vary only slightly with income 
and section of the country. The fre- 
quency of immunization against diph- 
theria varies somewhat with section of 
the country and income but is the 
same in urban and rural areas. Diph- 
theria immunization is more frequent- 
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Figure 4. Age-specific mean systolic and mean diastolic blood pressure, and the percentage 
of persons having high blood pressure—members of farm families examined by the Farm 
Security Administration, 1940. 


ly performed in the North than the 
South and in the higher income 
groups. Typhoid fever immunization 
has been performed on the whole in 
areas where the typhoid problem is 
the greatest, that is, in small towns 
and rural areas of the South. In other 
words, these examinations of Southern 
rural children are of a group which 
might be expected to have a lower 
than average immunization rate 
against smallpox and diphtheria and 


a relatively higher frequency of im- 
munization against typhoid fever. 
Immunization was less frequently 
performed among Negroes than whites 
in these data. Approximately two- 
thirds of the white children at 12-14 
years of age had been immunized 
against smallpox and against diph- 
theria at some time since birth, and 
approximately one-half against ty- 
phoid fever; Negro children had been 
immunized less frequently, namely, 47 
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Figure 5. 
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AGE 


Age-specific percentage of persons reported to have hypertension, and to have 


heart disease—members of farm families examined by the Farm Security Administration, 
1940. 


per cent against smallpox, 35 per cent 
against diphtheria, and 25 per cent 
against typhoid fever by the time they 
had reached 12-14 years of age (Table 
IV and Figure 6). 


SUMMARY 


In the early part of their rehabilita- 
tion program the Farm Security Ad- 
ministration made physical examina- 
tions among their clientele in selected 
localities. Examination clinics were 
set up for health purposes and were 
conducted more or less according to 
individual need. Physical examina- 
tions were made of both white and 
Negro farm owners and their families 


in Southern counties. Both Negroes 
and whites belonged to a lower-than- 
average income group and were exam- 
ined at the same time and at the same 
clinics. Data on the prevalence of 
specific defects found on examination 
are summarized briefly as follows. 

The prevalence of defective vision, 
impaired hearing, diseased tonsils, 
and deviated septum was found to be 
comparatively low among rural Ne- 
groes. 

A mouth examination showed less 
caries among Negroes than whites. 
The inadequacy of dental care in these 
rural communities is evidenced by the 
fact that among those who had had 
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Figure 6. Age-specific percentage of children having prior immunization against smallpox, 


diphtheria and typhoid fever—members of farm families examined by the Farm Security 





Administration, 1940. 
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no prior dentistry under 25 years of 
age approximately 75 per cent were 
in need of it. 

Mean blood pressure, the percentage 
with high blood pressure, and the re- 
ported prevalence of hypertension are 
all relatively high among women and 
relatively high among Negroes at 
practically every age. A diagnosis 
of heart disease was made more fre- 
quently among Negro men than wom- 


en and more frequently among Ne- 
groes than whites, particularly after 
35 years of age. 

Negro children had been immunized 
less frequently than white; 47 and 65 
per cent against smallpox among Ne- 
gro and white children, respectively, 
35 and 60 per cent against diphtheria, 
and 25 and 57 per cent against ty- 
phoid fever by the time they had 
reached 12-14 years of age. 











Cuapter VIII 


TRENDS IN VENEREAL DISEASES 


R. Frank Jones, M.D. 
Clinical Professor of Urology 


and 


KuIneE A. Price, M.D. 
Clinical Assistant Professor of Urology, College of Medicine, 
Howard University 


INTRODUCTION 


Thirteen years ago Medicine 
brought to this nation a renascence 
which was to be far-reaching in its 
scope. At that time, the combined 
forces of Medicine, Social Service and 
Public Health launched an intensive 
attack on the venereal disease prob- 
lem. The basic structure of that cam- 
paign centered around education of 
the lay and professional public on all 
phases of the problem, from the incu- 
bation period to the then modern con- 
cepts of adequate treatment and fol- 
low-up. 

That the growth of that fledgling 
has been remarkable is most obvious, 
for no comparison can be made be- 
tween the general knowledge possessed 
when that first timid discussion was 
given and the present mass examina- 
tion and treatment program in effect 
in so many states. 

In the JourNAL oF NEGRO Epvuca- 
TION for July, 1937, the authors dis- 
cussed ‘‘The Incidence of Gonorrhea 
in the Negro’’ and included facts re- 
lated to the disease in its entirety. In 
the interim came World War II with 
its mobilization of manpower and con- 
comitant alteration of the entire na- 
tional health program. Along with it 
came revolutionary diagnostic and 
treatment methods with newer con- 
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cepts of latency, chronicity and cure 
as they pertain to the public health 
problem. 

Inasmuch as routine knowledge of 
the venereal disease problem has been 
lay property for so long a period, it 
is felt that a general discussion here 
is inappropriate. Rather is it felt that 
several phases of the problem need 
further consideration, namely: (1) 
Incidence; (2) newer diagnostic and 
follow-up methods; (3) newer con- 
cepts of therapy. 

The statistics quoted here have been 
extracted from the records of the 
United States Public Health Service 
(now called Public Health Service), 
the Selective Service, and the Armed 
Forces. 


INCIDENCE 


Public Health Service 

Any estimate of the trend in vene- 
real diseases to be valuable must be 
derived from the data compiled by the 
bureaus of medical statistics of the 
Public Health Service, the Armed 
Forces, and Selective Service. The 
data of the Public Health Service ac- 
curately summarize the records of lo- 
cal health clinics and hospitals. They 
clearly indicate that private physi- 
cians are not cooperating in the re- 
porting of venereal diseases, for in 























TRENDS IN VENEREAL DISEASES 


1948 they reported only 36 per cent 
of the syphilis, 16 per cent of the gon- 
orrhea and 4 per cent of other venere- 
al diseases. That patients tend to seek 
treatment from private physicians, 
especially for goonrrhea, is borne out 
by studies which show that 65 to 81 
per cent of the patients first seek pri- 
vate treatment. 

The nature of syphilis, which per- 
mits positive diagnosis in the early 
phase by dark field studies and in 
later phases by serologic studies, gives 
it a great statistical advantage over 
gonorrhea whose early manifestations 
permit diagnosis by simple methods 
but whose chronic stage becomes elu- 
sive to the most expert methods. Un- 
der the controlled conditions of the 
Armed Forces, the competitive rates 
of syphilis and gonorrhea may indi- 
eate the trend when projected into 
civilian life. The venereal disease rate 
of the Armed Forces is high because 
periodic liberty from rigid discipline 
makes these individuals easy prey for 
the prostitutes or ‘‘pick-up’’ girls who 
are usually carriers of one or both dis- 
eases, 

Reports to the Public Health Serv- 
ice and studies of the Selective Serv- 
ice together reveal the only available 
facts on syphilis. New efforts to con- 
centrate reporting were made at the 
beginning of the mobilization for war 
in 1941, 

Syphilis showed a higher rate in 
both 1942 and 1943 after which years 
there was a decline, except in 1946, 
from 483,877 in 1941 to 353,393 in 
1948, notwithstanding a population 
increase of 10 per cent. A high rate 
of primary and secondary syphilis was 
uncovered. Although favored by the 
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regimentation of the armed forces, it 
was not until 1944 that early syphilis 
was reported at a rate equal to that of 
late syphilis. Thereafter the propor- 
tion favored the early phases of the 
disease which reached a peak of near- 
ly two-thirds in 1947. During 1948 
the number of cases of early syphilis 
among civilians declined to the lowest 
number since 1941, despite an increase 
in the number of diagnostic studies. 
There was a concomitant decline of 
nearly 45 per cent in the rate of late 
syphilis during the period. Congeni- 
tal syphilis also showed a decline, 
from 71,592 in 1941 to 13,309 in 1948. 
This phase of syphilis is still reported 
too late, for one-third of cases are not 
reported until the individual is be- 
yond his 15th year; reports upon 
three-fifths are delayed until the 5th 
year, 
Selective Service 

The study of this large segment of 
manpower by routine blood testing 
gave the first true index of the rate 
of syphilis and its distribution over 
the nation. The geographic distribu- 
tion of syphilis among selectees exam- 
ined from November, 1940 to Decem- 
ber, 1943, revealed that the rate para- 
llels the educational opportunity. The 
highest rates are in the South, while 
the lowest are in New England and 
the Middle West. The first two million 
registrants examined had a rate of 
positive serology equal to 46.1 per 
1,000. This rate was slightly high be- 
cause all doubled and confirmatory 
tests were included. Each advance in 
age beyond 20 years showed an in- 
crease in rate, from 30 per thousand 
in the 21 to 25 year group, to 101.9 in 
the 36-40 year group. The Negro rate 
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was 14 times that of the white group. 
The rates for age groups revealed the 
Negro-white ratio to be: (a) 19 times 
in the 21-35 group; (b) 14 times in 
the 26-30 group; (c) somewhat less 
than 10 times in each of the other 
groups, 18-20, 31-35 and 36-40. The 
urban rate exceeds the rural rate in 
the white group by 2 per thousand, 
or 5 per cent, while among the Ne- 
groes, the differential is 45, or 15 per 
cent, 

When the principal causes for the 
rejection of the 4,828,000 registrants 
with ‘‘F’’ classifications, between 18 
and 37 years, were studied, illiteracy 
was found to be responsible for twice 
as many rejections among Negroes as 
was syphilis, which caused one-third 
of the rejections for physical defects. 
These defects, together, caused ap- 
proximately half 
among Negroes, but only one-fifth 
among whites. Up to March, 1943, 
registrants with positive serology were 
excluded from the armed forces at a 
rate of 30.8 per thousand. Among 
them neurosyphilis and congenital 
syphilis were two and three times as 
common among Negroes, respectively ; 
yet they were responsible for the re- 
jection of a much higher percentage 
of white registrants. Cardiovascular 
syphilis was 17 times more common in 
the Negro. Early syphilis was the 
cause of rejection in only 3.6 per cent 
and was approximately equal in both 
races. Forty-nine per cent of the Ne- 
groes were rejected when the serology 
test was the only finding of syphilis. 
When orders of war cancelled many 
disqualifying defects of registrants 
with syphilis, they were then deferred 
because of syphilis. As a result of or- 


of the rejections 
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ders in April, 1948, to induct up to 2 
per cent per day of registrants with 
uncomplicated venereal diseases, that 
group, which was rejected because of 
positive serology alone, was reduced 
from 72 per cent and 75 per cent in 
January, 1943, to 7 per cent and 12 
per cent in December, 1948, respec- 
tively, for white and Negro. There- 
after, neurosyphilis, which before the 
war was responsible for 1.6 per cent 
of the rejections, became the cause of 
77 per cent and 61 per cent of the re- 
jections, respectively, for whites and 
Negroes. During this period, the inci- 
dence of venereal disease was marked- 
ly diminished as a cause, for rejec- 
tions for syphilis caused 0.9 per 
cent and gonorrhea, 0.1 per cent. The 
Negro rate remained proportionately 
higher with 2.6 being reported for 
syphilis and 0.3 for gonorrhea. The 
Army absorbed 98.9 per cent of all of 
the selectees with venereal diseases. 
Approximately one-fourth of the Ne- 
groes inducted after March, 1943, 
were infected with syphilis, while only 
1.7 per cent of the whites were in- 
fected. After September, 1945, when 
illiteracy was made a cause for rejec- 
tion, there was a simultaneous reduc- 
tion in the rate of syphilitics inducted, 
vt. €., from 200 to 81 per thousand. 


Armed Forces 


Venereal disease rates among troops 
of the armies of the United States 
have followed the general rule of be- 
ing higher during peace time. The 
highest rates preceeded the introduc- 
tion of prophylaxis in the first decade 
of this century. Thereafter, the rates 
declined from approximately 200 to 
35 prior to World War II. During 

















TRENDS IN VENEREAL DISEASES 


peace time, a comparison between the 
Negro and white rate in several peri- 
ods disclosed that: (1) During the 
years between the Civil War and the 
Spanish-American the rates alternated 
in height between the races; (2) the 
Negro rate was two-thirds that of the 
white from 1903 to 1905; (3) the Ne- 
gro rate exceeded the white in 1907 
and was alternately higher and lower, 
until World War I; (4) by 1923 the 
Negro rate had become lower than the 
white, and thereafter, for a decade, it 
was comparable; and (5) a dispropor- 
tion then appeared and gradually 
reached a rate of 55 for Negroes and 
32 for whites in 1938. All wars since 
the Civil War, when the records indi- 
cate that Negro troops had a rate two- 
thirds that of the white troops, have 
shown a striking disporportion of 
comparative rates in the races. In the 
Spanish-American War the Negro 
rate was twice that of the white, while 
the 1918 Army incidence indicates a 
rate 614 times that of the white. 
The venereal disease rate in the 
Army during World War II showed 
a decline from a prewar of 41 to a low 
of 28 in 1943. Thereafter, it rose to 
approximate the prewar level at the 
time of the in Europe. 
From this time to general demobiliza- 
tion, the rate climbed to 117 in 1946 
thus tripling the 1944 rate. Overseas 
it increased from 41 to 178. The in- 
crease in rate in Europe after the 
Armistice is evidenced by the rise in 
rate from 48 in both January and 
April, 1945 to 136 in July, and 223 
in December. The rate in the Mediter- 
ranean area rose similarly from 84 in 
April to 212 and 416 in September 
and December, respectively. At the 


Armistice 
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same time there were no significant 
changes in the fighting areas of the 
Pacific. When the Armistice came to 
this area, the armies of occupation 
were infected at a rate which para- 
lleled but never quite reached the Eu- 
ropean rate. The reenlistment of 
forces and the selection of volunteers 
for the new post-war army had 
brought about a normal decline in the 
rates to approximately 55 for 1948. 

The rates were 514 to 714 times 
greater for Negro than for white 
troops in World War II. Among the 
armies stationed at home the rates va- 
ried from 9 to 13 times higher in the 
Negroes. Wherever the overseas rates 
increased, the disproportion between 
the races was never as great as it was 
among troops at home. For example: 
(1) During the European occupation, 
when the overall rate there in 1946 
was 237, the white rate was 175 while 
the Negro rate was 845; (2) the Medi- 
terranean rate for white troops was 
141, while for the Negro troops it was 
955; and (3) the rate in Japan was 
113 for white and 841 for Negro 
troops. These rates, varying between 
4.8 and 7 times the white rate, were 
less than the rate of the home troops 
for the same period of 1946, when it 
was nearly 13 times that of the white. 

In the prewar period syphilis had a 
rate which was 4 times higher among 
the Negro than among white troops, 
whereas in 1946, when the venereal 
disease rate was highest, the rate was 
8 times higher. The home army rate 
for the Negro was nearly 12 times, 
while the overseas rate was approxi- 
mately 7 times, as high. 

Gonorrheal rates in the Army were 
nearly equal in the races just prior to 
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World War II. A _ disproportion 
promptly appeared when general mo- 
bilization began. The rate in Negro 
troops increased to 5 times the white 
in 1945 and 7 times in 1946. Even 
though the rates for the armies at 
home were never as high as those over- 
seas, there was a disproportion be- 
tween the races, for the Negro rate 
varied between 8 and 12 times the 
white at home, whereas overseas it was 
consistently 4 times the white rate in 
1945 and 1946. Isolated areas of oc- 
cupation as Europe, Japan and the 
Mediterranean produced general rates 
of 200, 150 and 173, respectively, in 
1946. The racial component of the 
above rates was 698, 674 and 704, re- 
spectively, for Negroes; and 150, 108 
and 122 for the white race. 

The rates of venereal diseases other 
than gonorrhea and syphilis indicate 
a wider affinity of these diseases for 
the Negro. They are nearly four times 
more common in overseas troops. In 
the Negro, the rate is 10 to 13 times 
greater among overseas troops, while 
at home it is approximately 26 times 
higher than the white. 

Among army personnel in peace 
time, gonorrhea occurred approxi- 
mately 5 times for every infection of 
syphilis. The armies at home had a 
ratio of 6 to 1, while the overseas rate 
approximated 4 to 1. This ratio was 
maintained throughout the war in the 
army at home, for, while the rate for 
syphilis nearly doubled from 5.6 to 
11.5 in 1940 and 1946, respectively, at 
home, the gonorrheal rate rose from 
31 to 60. Among the armies overseas, 
the syphilis rate was 8.4 and 18.1, re- 
spectively, in 1940 and 1946, whereas 


the gonorrheal rate increased from 28 
to 144. 

Trends indicated by a study of the 
venereal disease rate among Naval 
personnel are that: (1) The peace 
time rate is considerably higher than 
the war time rate; (2) the Negro rate 
tends to parallel the staggered troughs 
and crests of the plotted morbidity 
curve and describes a rate from 4 to 
10 times that of the white personnel; 
(3) in the post-war period, a new peak 
was followed by a gradual decline in 
1947 and a precipitous drop in the 
Negro rate in 1948 from approximate- 
ly 500 to nearly 150 per 1,000 sailors. 


Contact Investigation 


The increasing proportion of re- 
ported early syphilis opens a wider 
field for effective epidemiology. That 
strengthening of this essential factor 
of syphilis control is practicable, is in- 
dicated by the great superiority which 
special projects have shown over rou- 
tine health department investigations. 
Improvement of the latter during the 
past four years has doubled its effec- 
tiveness in cases brought under treat- 
ment to produce one infected contact 
for every three cases with early syph- 
ilis when 2.25 contacts per infection 
were named. One in seven contacts in 
early latent syphilis were found with 
syphilis; they had open lesions at the 
rate of 3 to 1,000. Approximately 25 
per cent of primary and secondary 
syphilis diagnosed by health depart- 
ment clinics are brought in because of 
contact investigation. The prevalence 
of syphilis among the examined sexual 
contacts of persons known to have pri- 
mary or secondary syphilis is more 
than 50 per cent. 
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A Navy analysis of 7,743 contacts 
of its personnel, of which approxi- 
mately one-third were contacts of Ne- 
gro patients, brought out the follow- 
ing facts: (1) ‘‘Pick-up’’ girls were 
favored by the whites over Negroes 
as 76 per cent to 58 per cent; (2) 
friends were named in only 10 per 
cent by the whites, while they were 
named in 21 per cent by the Negroes; 
(3) hotels were favored as a place of 
exposure in 45 per cent by the whites 
and 26 per cent by the Negroes, 
whereas homes and apartments had a 
rate of 23 per cent for whites and 56 
per cent for Negroes. The effective- 
ness of the Naval contact study is re- 
vealed in the rate of contacts located, 
studied and placed under treatment. 
Of 87,036 named contacts, only 19,- 
705 or 22.7 per cent could be located ; 
49 per cent were placed under treat- 
ment as a result of the investigation ; 
13 per cent were found to be already 
under treatment ; 36 per cent were not 
found to be infected, and 1.8 per cent 
were not examined. 


Mortality 


The national mortality due to syph- 
ilis has declined from its modern peak 
of 16.2 per 100,000 deaths in 1936 to 
1.3 in 1946. The Negro rate shifted 
from a crest of 58 in 1937 to 30.4 in 
1946. Paresis, locomotor ataxia and 
aneurysm, three of the late phases of 
syphilis, produced more than one-half 
of these deaths. A gradual decline in 
deaths from paresis was begun after 
malaria was introduced into the treat- 
ment in 1923. While the death rate 
declined from 6.6 in 1922 to 3.3 in 
1945, it continues to be responsible for 
approximately one-third of the deaths 


due to syphilis. It is significant that 
the deaths from paresis among Ne- 
groes have increased from 8.3 in 1936 
to 11.1 in 1945. While the rates for 
locomotor ataxia declined from .6 to 
4 between 1936 and 1945, the Negro 
rate reduced from .8 to .5. Deaths 
from aneurysm have fluctuated be- 
tween 2.1, 3.0 and 2.2 during this pe- 
riod. The toll among Negroes declined 
from a high of 8.2 to 5.7. 

While the infant deaths per 1,000 
live births due to syphilis have been 
decreasing regularly from 0.7 in 1936 
to 0.2 in 1946, the rate among Negroes 
declined from 3 to .9. 

Deaths due to all forms of syphilis 
not mentioned above declined in the 
decade between 1936 and 1945 from 
10.3 to 4.8. The decline among Ne- 
groes was 43.4 to 19.7, and among the 
whites it was from 6 to 3. 


DIAGNOSIS AND TREATMENT 


Unquestionably the smear is the 
technique of choice in the diagnosis of 
acute gonorrhea, particularly in the 
male. It is less efficient in female diag- 
nosis. Since smears are not feasible 
in diagnosis in certain acute and most 
chronic cases, and in the establish- 
ment of cure, cultures must be avail- 
able. All recent writers are agreed 
that, since maltreated acute gonorrhea 
may easily merge into latency and 
chronicity, culture diagnosis and fol- 
low-up must be rigid. It has been es- 
tablished that three, four or even five 
months of laboratory investigation 
may not be sufficient to insure that all 
patients are bacteriologically cured. 
Many become asymptomatic carriers 
and either dismiss themselves, or are 
dismissed, for lack of substantial evi- 
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dence that infection is still present, 
and it is only through the medium of 
eultures that residual infection can be 
detected. 

When the value of cultures and 
smears for diagnosis is compared, 
probably five times as many positive 
and suspicious cases of residual gonor- 
rhea are detected by cultures as by 
direct smear. This is particularly true 
in the follow-up of males who have 
persistent shreds in clear urine. 

Several years ago, a keen interest 
was aroused (1) by the failure of 
chronic office gonorrhea to respond to 
the generally accepted methods of 
eure and (2) by the failure of positive 
bacteriologie identification in these 
chronic infections. The patients had 
run the gamut of all available meth- 
ods of treatment to rid the urethra of 
shreds. On the suspicion that all of 
these cases were harboring the gono- 
coceus, a concerted effort was made to 
establish bacteriologic diagnosis with 
the newer culture facilities. Whereas 
initially this culture service was used 
sporadically in selected cases, because 
of the astounding disclosures of gono- 
eoecal positivity, it gradually became 
routine in all patients, irrespective of 
urinary findings. 

Cultures were used in the diagnosis 
and follow-up of patients seeking re- 
lief from such urologie complaints as, 
in the male, chronic urethral dis- 
charges, dysuria, impotence, backache, 
sterility, urethral strictures, scrotal 
pain and scrotal swelling. The female 
complaints consisted of vaginal dis- 
charges, urinary symptoms, painful 
lower abdomen and sterility. Some 
wished to know if they had been cured 
of previous gonorrhea, while others 


had been contacts with patients hav- 
ing the previously mentioned symp- 
toms. Among the males, many had 
been free of urethral discharge for 
more than a year, and dozens had been 
pronounced cured by physicians be- 
fore they entered marriage. Many had 
been asymptomatic for more than a 
decade, while several had been symp- 
tom-free for twenty-five to fifty-six 
years. Wives of the males were usual- 
ly found infected when cultured, 


Whereas the findings, by the au- 
thors, of a large number of positive 
reports by cultures are at variance 
with some, they are definitely in agree- 
ment with those of many investiga- 
tors and compel a conclusion that 
there must be at least ten negative 
cultures in the male over a three 
month period, and five negative cul- 
tures in the female, three of which 
must follow the menstrual cycle. 

Treatment has always had as its ob- 
jective the shortening of the course, 
reduction of the intensity of the dis- 
ease, prevention of complications and 
attainment of clinical cure without 
anxiety or discomfort. Prior to 1937 
gonorrhea had failed to respond to a 
specific drug or technique of therapy 
which would readily cure it or control 
its spread. In 1937, the sulfonamide 
group of drugs was introduced and 
for a brief span it seemed that a meth- 
od of specific therapy had been real- 
ized. The sulfonamides remained in 
favor until gradually sulfonamide re- 
sistant infections appeared and _ be- 
came the nemesis of all practitioners. 
It was only after the incorporation of 
often repeated follow-up gonococcal 
cultures that medicine became aware 




















of the serious inadequacy of sulfona- 
mide therapy. 

In March of 1945, penicillin was re- 
leased for the treatment of civilian 
gonorrhea and was heralded as a won- 
der drug. Initially the dosage was 
small but as experience grew and 
treatment failures appeared, the dose 
was altered accordingly. Early the 
aqueous solutions were given at three, 
two and one hour intervals during 
one day, with the total dose varying 
between 100,000 and 600,000 units. 
Reports were unanimous in the ac- 
claim that there were upwards of 98 
per cent cures; however, many re- 
ported 30 to 50 per cent failures de- 
pending upon the depth of the infec- 
tion as acute and chronic urethritis, 
prostatitis, urethral stricture and epi- 
didymitis. The higher rate of failure 
was said to have been detected by re- 
peated follow-up culture studies. 

Experiments to prolong the concen- 
tration of penicillin in the blood 
stream have resulted in penicillin in 
peanut oil and beeswax, penicillin 
monostereate and erysticillin. These 
have eliminated the multiple dosage 
schedule over one day, for a single in- 
jection may give prolonged penicillin 
concentration up to 96 hours. 

Streptomycin has yet to prove its 
value in gonorrhea. Clinical observa- 
tion, however, of certain cases of pros- 
tatitis revealed that its efficiency may 
be grouped into three categories: (1) 
Those patients who get a dramatic re- 
sponse as evidenced by the return of 
the prostatic secretion to microscopic 
normaley ; (2) those who get consider- 
able improvement but not complete 
return to normaley, or who get normal 
findings only to relapse ; and (3) those 





TRENDS IN VENEREAL DISEASES 





273 


who fail to respond at all. Because the 
response in the first group has been so 
dramatic, streptomycin is offered rou- 
tinely to all patients. 

Results of the first survey of treated 
syphilis, in the early thirties, indi- 
cated that one-third of the patients 
who sought treatment came in an early 
phase of the disease ; 84 per cent of all 
who sought treatment failed to stay 
under treatment long enough to be- 
come non-infectious; and of the re- 
mainder who continued treatment, 86 
per cent could have been cured if the 
continuous plan of treatment had been 
instituted. This plan consists of week- 
ly injections in overlapping series of 
arsenious drugs and bismuth for 
eighteen months. Under this plan, 
since less than 30 per cent of those 
who sought treatment for early syphi- 
lis continued long enough to be pro- 
tected, workers shortened the overall 
period by intensifying the treatment. 
Rapid treatment centers later came 
into being. Here patients were hospi- 
talized and treated with arsenious 
drugs and bismuth in varying sched- 
ules up to periods of fourteen days. 
Toxic reactions to the drugs were 
often severe and occasionally fatal. 

It was in the rapid treatment cen- 
ters that penicillin had its trial. While 
its efficiency is still being rated, its 
value is being acclaimed because of its 
lack of toxicity and because of its ap- 
parently good results. The early al- 
lergies were not all due to penicillin. 
Treatment under the ten to fourteen 
day schedule permits 99 per cent of 
in-patients to complete treatment, for 
many courses are completed before 
the primary and secondary lesions 
have healed. Ambulatory patients 








274 





may be treated once daily with equal 
effectiveness, now that newer forms of 
the antibiotics are available. The origi- 
nal dosage of 2,400,000 units given in 
divided doses intramuscularly at 2 or 
3 hour intervals in early syphilis, 
served to produce and maintain cures 
without relapse, in about 87 per cent 
of patients who were followed for two 
years. All stages of syphilis are re- 
sponding to penicillin alone. The 
dosage commonly in use today varies 
between 6 and 10 million units. Re- 
versal of the serologic reaction is 
gradual, for it declines toward nega- 
tive during six to twelve months after 
treatment. Failure of follow-up quan- 
titative serology tests to show decline, 
or, if after decline, there is an in- 
crease, is an indication for retreat- 
ment even though no evidence of clini- 
cal relapse is apparent. Spinal studies 
remain a part of the evaluation of 
each case. The outlook is hopeful for 
safe treatment of all patients irre- 
spective of the type of syphilis. 

The favorable influence which pro- 
phylaxis might have upon the rate of 
venereal disease is lost because it is 
either neglected or used too late. Even 
when its use meets all criteria of ex- 
cellence there is a considerable rate of 
infection. Experiments with oral anti- 
biotics indicate a favorable trend, 
especially in the protection against 
gonorrhea. 


CONCLUSION 


Authoritative estimates made by the 
Public Health Service reveal that: (1) 
There are currently about 3,200,000 
people with syphilis in this country 
and (2) approximately 2,000,000 
persons in the United States are in- 
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fected with gonorrhea each year. 

From the statistics it may be de- 
duced that the Negro has a venereal 
disease rate several times higher than 
the rate of the entire country. It must 
be agreed that venereal disease, illiter- 
acy and low mentality are parallel in 
their incidence, Certain other factors, 
however, contribute to the high rate 
in the Negro: (1) Poverty, with its 
associated overcrowding, with chil- 
dren and adults alike seeing sex prac- 
tices routinely; (2) slum areas with 
their allied juvenile delinquency ; (3) 
lack of wholesome recreational out- 
lets; (4) lack of social and cultural 
development resulting from inade- 
quate facilities and (5) the psychol- 
ogy of racial oppression. All of these 
tend to divert a potentially alert and 
progressive personality from the at- 
tainment of higher educational and 
moral values to the pursuit of less 
desirable goals. Until balance is at- 
tained by all peoples, regardless of 
race, in the many factors which per- 
mit individuals to gain an equal and 
comparable status in the world in 
which they live, one can expect this 
higher incidence among Negroes. 

All of these infections when inade- 
quately treated by both the physician 
and the patient, merge into latency 
and chronicity with a resultant large 
number of chronic carriers who are 
unaware of their state and unwit- 
tingly help maintain the present 
height. 

There must be continued effort to 
acquaint all, both lay and _profes- 
sional, with what is considered modern 
therapy and follow-up. One would 
expect modern treatment to permit 
prompt cure with a directly propor- 
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tionate reduction in the transmission 
rate. It would be expected that the 
modern education of the nation on all 
factors concerning venereal disease 
would be productive of a lower inci- 
dence. It is a fact, however, that this 
educational and treatment program 
have produced a new laissez-faire atti- 
tude which encourages greater experi- 
mentation because of the assurance 
that the new methods will quickly and 
completely cure. 

The infected patient has _ well 
learned the adage that ‘‘one shot of 
penicillin cures gonorrhea’’ and not 
only expects, but desires no further 
treament. So firmly has the absolute 
value of that ‘‘one shot’’ been im- 
pressed upon him that he does not see 
the necessity for follow-up care, how- 
ever brief. All do not respond so 
prompty; all are not given adequate 
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treament. Of greatest importance, few 
are carried through an adequate fol- 
low-up regime which determines cure. 
Not only must follow-up be rigid, and 
prolonged beyond the time-honored 
three negative cultures, but sources 
and contacts must be determined, for 
any program of eradication to be 
effective. This contact study must in- 
clude all sexual partners, marital and 
otherwise. 

It can be anticipated that the re- 
turn to normal peace time activities, 
the availability of treatment and fol- 
low-up to all regardless of economic 
status, the continued education and 
cooperation of both the lay and pro- 
fessional public, and the elimination 
of second-class citizenship in all of its 
manifestations will activate a pro- 
gram which will ultimately lower and 
eventually eradicate these diseases. 
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INCIDENCE 

Data as to the incidence of mental 
disease in the Negro have been and are 
very sparse.t The magazine, Ebony,’ 
noted that in New York, Illinois and 
California, Negro admissions to hospi- 
tals for mental disease exceeded whites 
by two to one. Those in New York 
were stated to be for the most part, 
migrants from the South. A compara- 
tive study of Dr. J. C. Carothers 
quoted by Ebony also showed that in 
Matharia Mental Hospital in Kenya 
the rate was about 3.4 per 100,000 of 
Negroes in Kenya as compared with 
161 per 100,000 among Negroes in 
Massachusetts. 

Statistics based on the Annual Re- 
port of the Department of Welfare of 
the Commonwealth of Pennsylvania® 
for 1943-47, inclusive, are here given 
in the following tabulation : 





Year Whites Negroes 
| ees 308 107 
ene 252 115 
as 216 112 
as 246 89 
238 93 





The population of this state is 9,897,- 
161 of which 470,172 are Negroes; so 


1For a historical review up to 1937, see E. Y. 
Williams, “The Incidence of Mental Disease in the 
Negro.” Journal of Negro Education, 6:377-92, 
Jl 1937. The present story therefore includes 
primarily data made available since the previous 
study. 

2Ebony Magazine, p. 19, Ap 1949. 

8C, Barber, Annual Statistical Report of the 
Department of Welfare of Commonwealth of Penn- 
sylvania for the Years 1943-47. Bulletins 66-91. 


that the incidence here must be con- 
sidered higher for Negroes than for 
whites. 

A report from the South Carolina 
State Hospital* for the year ending 
June 30, 1948 revealed the following 
figures: Patients hospitalized at start 
of year, white, 3,309; Negro, 2,542. 
First admissions for 1948, white, 964; 
Negro, 542. The population of this 
state is 1,084,308, of which 814,164 are 
Negroes, so that the statistics shown 
here reveal about normal relationship. 

A report issued by the Director of 
the Mississippi State Hospital® for the 
period 1945-47 showed the following: 
At start of year 1945, white, 1,675, 
Negro, 1,752, First admissions, 1946, 
white, 578, Negro, 535. At start of 
year 1947, white, 1,717, Negro, 1,836. 
First admissions, 1947, white, 683, 
Negro, 575. Again the population 
ratio of 1,074,578 Negroes and 1,106,- 
327 whites is paralleled by the figures 
presented here. 

Figures supplied by the State of 
Virginia® showed that there were 3,943 
cases in mental institutions from a 
total Negro population of 661,449. 

Wexburg,’ in a study of neuro-psy- 


4C, F,. Williams, Annual Report of the South 
Carolina State Hospitai for Year, 1948. 

SLawson Shackelford, Biennial Report of the 
Mississippi State Hospital for 1945-47. 

*J. S. Barrett, Personal Communication from the 
Commissioner. 

7™L. Wexburg, 
Med, Jour. 1941. 


“Racial Differences.” Tri-State 
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chiatric disorders in the State of 
Louisiana noted a greater incidence 
among whites than Negroes, though 
he found no biological-racial deter- 
minants for the incidence among the 
two races. 

Parran® has noted that there were 
over 8 million people in the U. S. 
suffering from mental illness, and 
that 14 million people now living in 
the U. S. will be hospitalized at one 
time or another for mental illness. It 
is safe to assume, therefore, that the 
Negro arriving late on the economic 
horizon and suffering from the same 
difficulties as do the whites, plus the 
added difficulty of being a Negro with 
all that the term connotes, shows dis- 
proportionate increase. The statistical 
studies here reported would neverthe- 
less tend to show the rate among Ne- 
groes has increased from whatever 
causes. 

Disease 


There are certain forms of mental 
diseases that are allegedly seen more 
often among Negroes. First admis- 
sions of the Mississippi State Hospi- 
tal® for the year ending June 30, 1947 
showed that the most common dis- 
orders were as shown in the following: 


Negroes Whites 





1. Schizophrenia -....... 148 77 
2. W. Cerebral 

Arteriosclerosis - 137 73 
3. Manie Depressive — 49 77 
4, General Paresis__.... 86 16 
5. Senile Dementia —_ 25 81 
6. W. Mental 

Deficiency -_.-..... 41 29 





Statistics from the State of South 
Carolina’® for the year 1948 showed 


8“One Out of Ten.” This Week, N 17, 1946. 

°W. S. Shackelford, Forty-Siath Biennial Report 
of the Mississippi State Hospital, 1945-47. 

2C, F. Williams, One Hundred and Twenty- 
Fifth Annual Report of the South Carolina State 
Hospital for the Year Ending June, 1948. 


the most common disorders among Ne- 
groes and whites were: 


Whites Negroes 





1. Schizophrenia 121 114 
2. Traumatic Psychoses 

with Convulsions._ 113 113 
3. Manic Depressive ——- 84 62 
4. Psychoneuroses — 129 7 
5. General Paresis.___. 41 79 
6. Involutional 

Psychoses -_.......-. 72 2 





A personal communication from the 
Commissioner of Mental Health for 
the State of Virginia" for the year 
ending June 30, 1948, showed that the 
most common forms of mental dis- 
orders in that state were as follows: 


Male Female Total 





1. Dementia Precox._ 566 603 1169 
2. Manic Depressive... 265 557 822 
3. General Paresis___.. 200 96 296 
4. Psychoses with 

M. Deficiency. 147 128 296 


5. Cerebral 
Arteriosclerosis ._ 134 121 255 
6. Senile Psychoses._. 51 76 127 





The most common forms of mental 
disease noted in the State of Penn- 
sylvania!? for the year 1947, with 
comparable figures for whites were: 


Negroes Whites 





1. Dementia Precox... 161 917 
2. Cerebral 

Arteriosclerosis - 48 397 
3. Senile Dementia. 22 3506 
4. General Paresis._____. 93 238 
5. Manic Depressive __. 19 309 
6. Psychoneuroses ___. 3 152 





The population of whites in Pennsyl- 
vania is 9,426,989, while that of the 
Negro is 470,172; so that the figures 
are comparable. 

From these statistics it is apparent 
that the incidence of mental diseases 

UJoseph S. Barrett, Personal Communication for 
Ap 20, 1948. 

120, R. Barber, Thirteenth Annual Statistical 


Report of the Department of Welfare of Common- 
wealth of Pennsylvania for 1947. 
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among Negroes varies a great deal, 
depending upon the section of the 
eountry and the proper evaluation 
and interpretation given. 

Rosenthal'* noted in 1922 a ratio 
of about 134 white males to 100 white 
females, and for the Negroes, 128 
males to 100 females. These figures, 
he observed, varied a great deal for 
Negroes in that the greater the socio- 
economie difficulties they experienced 
the greater was the incidence, espe- 
cially among males. Moreover, he 
found the incidence of mental disease 
to be greater among Negro women 
than men in the South. 

Report of the Bureau of the Census 
for 193314 based on first admissions to 
state hospitals, with comparable fig- 
ures for whites, showed that the in- 
cidence among Negro females was less 
than among the males of the popula- 
tion. (See Table I.) The Bureau of 
the Census reported further the in- 
cidence of disease as to sex among 
Negroes with comparable figures for 
whites, 

TABLE II 


NUMBER OF First ADMISSIONS TO STATE 
Hospirats (PER 100,000 PorpuLation) 
CLASSIFIED ON THE BASIS OF RACE, 
NATIONALITY AND SEx, 1933 











Total Male Female 
All Classes ............... 56.5 66 46.7 
White Eira as 56.2 65.7 46.8 
(a) Native —_. 51.2 60.0 42.2 


(b) Foreign Born. 92.6 104.1 79.4 
i, 51.8 72.6 51.4 
Other Races we 39.5 48.6 28.2 





These figures showed that the weaker 
sex had a lesser incidence of mental 
disease than the more virile man. 


#88, Rosenthal, ‘Racial Differences in Mental 
Disease.” Journal of Negro Education, 3:486, Jl 
1934. 

4Bureau of the Census: Patients in Hospital for 
Mental Disease. Washington: U. 8. Dept. of Com- 
merce, 1933. 


7 


Similarly, figures cited by the State 
of Virginia’ for the year ending 1948 
showed that for the 6 most common 
forms of mental disorders in that state 
the incidence was greater on the whole 
among men. In only 2 categories, 
Manic Depressive and Schizophrenia, 
was the incidence greater among wom- 
en, as noted by the following figures: 





Disorders Sex 
Male Female 
J. Geernd: POPOUIE: ccincsccnicn 200 96 
2. C. Arterioselerosis 134 121 
3. Manie Depressive__.____. 265 557 
4, Schizophrenia —...._.__. 566 603 
5. Senile Psychoses_...________. 51 76 
6. Psychoses with Mental 
Deficiency -............. 147 128 





The statistical study from the 125th 
Annual Report of the South Carolina 
State Hopsital for the year ending 
June 30, 1948!® based on sex, showed 
that only in the affective psychoses 
was the incidence equal to, or greater 
than, that for the male. 

A study of first admissions to State 
hospitals for 1933!" based on the 
Census reports for that year showed 
a very large number of cases before 
15, at puberty, and early adult life, 
whereas in later life there is a marked 
drop in the age incidence. Bailey and 
Haber’ in a study of 840 Negroes and 
69,394 whites found a similar high 
rate in young Negroes over that of 
whites at the 20-24 age level, whereas 
at the 35-40 level and above the Negro 
rate was 1% that of whites. 

Whether this means that by later 
life the Negro is better adjusted than 


“Joseph Barrett, Personal Communication, 1949. 

160. F. Williams, Report of South Carolina State 
Hospital for 1948. 

7Bureau of the Census: Patients in Hospital for 
Mental Disease, 1933. 

18P, Bailey and R. Haber, “Occurrence of 
Neuropsychiatric Diseases in the Army.” The Med. 
Dept. of U. S. Army in the World War, 10:151, 
1929. 
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the whites is mere conjecture without 
other known facts. However, other 
data do tend to show some variability 
as will be observed. Malzberg!® noted 
that in the State of New York, based 
on his statistical studies for the fiscal 
years 1921-31, rates for Negroes at the 
20-24 age level were also greater than 
that for whites at the corresponding 
age level, He noted, however, another 
late rise between 40-44 and thereafter 
comparatively lower rates for Negroes. 
For all psychoses of native whites and 
Negroes in New York State for the 
1929-31 period based on first admis- 
sions, the average age of whites was 
44.2 while that of the Negro was 36.1, 
was also noted by Malzberg.2® He 
attributed this earlier rate among Ne- 
groes to the younger Negro popula- 
tion. On the basis of first admissions 
in the State of South Carolina?! for 
the year ending June 1948, the great- 
est age incidence was between 19-24, 
24-29, and 30-34. Thereafter there 
was a decline in the rate. Regardless 
of the source of the material, there 
was an early rise in mental diseases 
among Negroes, and a more or less 
gradual decline. Again, the basic 
causes can, at best, be conjectured. 


ENVIRONMENT 


The incidence of mental disease has 
been found to be related to many 
factors among which are: environ- 
ment, economic status, and hereditary 
factors. Environment is largely de- 
pendent on economic status but in the 
case of the Negro another factor is 





1B. Malzberg, ‘Mental Disease in Negroes,” 
Human Biology. 7:471, 1935. 

Sea , “Migration and Mental 
Diseases Among Negroes in New York State.” 
Amer. Jr. of Physical Anthropology, 21:107, 1936. 

2C, F. Williams, op.cit. 





that he is a Negro, with all that this 
fact connotes. 

Migratory factors, while common 
among the white race, have now in 
the last two decades been a problem 
for Negroes. In quest of the better 
life they have wandered all through 
this land. White?? has noted that in- 
creased population and insanity go 
hand-in-hand, so that an increase for 
Negroes should be readily appreciated. 
It was noted by Malberg?* that the 
incidence of mental disease among 
Negroes born in New York State was 
9.3 per cent as opposed to 90 per cent 
for those who were migrants, Smith,** 
too, noted that as the Negroes shifted 
from country to city life the rate was 
increased. Bailey and Haber,?* how- 
ever, found no special difference in the 
ratio of urban as opposed to rural 
incidence of mental disease in the Ne- 
gro, as compared with that for whites. 
Wexberg”® interpreted the smaller in- 
cidence of mental disease among Ne- 
groes to the fact that their environ- 
ment was, on the whole, a much sim- 
pler one, and thus did not cause the 
degree of emotional dissatisfaction 
and repression which was true outside 
this realm, 

Statistics of first admissions to state 
hospitals based on environment were 
reported by the U. S. Census Report 
for 193327 as follows: 





Native Foreign 
Environment Whites Whites Negroes 
i) 32,035 10,269 4,418 
Rw —........ 14,312 1,504 2,533 
No Report... 1,622 388 261 





2William A, White, ‘‘Social Significance of Men- 
tal Disease.” Arch. Neurol. and Psychiatry, 22: 
877, 1929 (Quoted by Smith and Rosenthal.) 

3B, Malzberg, Migration and Mental Disease 
Among Negroes in New York State, loc.cit. 

*Alan P. Smith, ‘“Mental Hygiene in the Ameri- 
can Negro,” Jr. Natl. Med, Assoc. 23: No. 1, 1931. 

SP, Bailey and R. Haber, op.cit. 

*I,, Wexberg, op.cit. 

7Bureau of Census, Patients in Hospital for 
Mental Disease, 1933. 
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Data from the 125th Annual Report 
of the South Carolina State Hospital*® 
revealed the following with relation to 
first admissions for 1948: 





Environment Negroes Whites 
OS ee 316 501 
OSS | Eee eee 128 462 





The available data have pointed to 
greater incidence of mental disorders 
in urban than rural areas, for both 
Negroes and whites. 

Sinee economic stress is pertinent, 
examination of the meager data is 
important. Malzberg?® noted that in 
New York State much of the Negro’s 
difficulties is due not so much to racial 
characteristics as to economic and 
other social factors definitely related 
to his migration. Bailey and Haber*® 
found that 87 per cent of the whites 
and 97 per cent of the Negroes, af- 
flicted with neuro-psychiatrie dis- 
orders, were in marginal circum- 
stances. Census figures for 1933! base 
based on first admissions showed the 
relative economic status of whites and 
Negroes as follows: 





Whites Native 

Status Negroes Foreign Whites 

Dependent _.. 55.5% 27.3% 27.6% 
Marginal ___.. 41.3 67.1 60.1 
Comfortable — 3.1 5.6 12.3 





Statistical data from South Carolina 
for the year 1948 revealed the follow- 
ing relative to the economic conditions 
of first admissions : 





Status Whites Negroes 
Dependent 69 9 
Marginal... 3 865 516 
Comfortable -_... 28 7 
oe ee 2 oe 





%C_ F. Williams, op.cit. 

*B. Malzberg, ‘Migration and Disease Among 
Negroes,” loc.cit. 

*P, Bailey and R. Haber, op.cit. 

“Bureau of Census, ‘Patients in Hospital for 
Mental Disease, 1933.” 
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Data so far have shown that the 
economic situation of the Negro is 
such as to be a factor in the incidence 
of mental disease among Negroes. This 
economie factor, as Smith has pointed 
out, does have relationship to suicide 
and crime. The problem of suicide in 
the Negro is one on which adequate 
data are lacking. Lewis,®? relying 
upon statistical study from several 
state institutions where there was a 
large Negro population, found this a 
rare incident. One superintendent of 
a menta! institution was known to 
have stated, ‘‘I have never known a 
suicide with a large admixture of the 
Negro blood.’’ Just how this admix- 
ture of blood was determined was not 
stated. In his study of racial differ- 
ences, Rosenthal** found that on a 
basis of per 100,000 of population in 
the United States, the ratio was as 
follows : 15.0 for whites, 10.9, Indians; 
54.6, Chinese ; 27.2, Japanese, and 4.1 
for Negroes. Dublin** noted that dur- 
ing the year 1936 when the Metropoli- 
tan Life Insurance Company had a 
total of 1,949,695 Negro policy-hold- 
ers, only 115 claims were paid for 
suicide. Among 15,207,213 whites the 
rate was 1,388 or 12 times the rate of 
the Negro. Williams®* found the inci- 
dence of suicide or attempted suicide 
not to be so very rare as has been 
stated. Lewis*® quoting Piker noted 
that over a period of 10 years the Ne- 
gro suicide was 2.3 times that of 
whites. Alcoholism was involved in 
suicides among whites more often than 

Nolan Lewis, “Studies in Suicide.” Psycho- 
analytic Review, 20:241, 1933, 

338, P. Rosenthal, op. cit. 

HY. Williams, “Observations om the Peycho- 
logical Aspects of Suicide.” Jr. of Abnor. Psychol. 


21: No. 3, 1936. 
%J, Lewis, op.cit. 
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among Negroes, while poison was the 
favorite method of suicide by all, but 
especially did he note this among Ne- 
gro females. It was also noted that 
there were fewer Negro psychotic sui- 
cides, 2.3 per cent than there were 
whites, 8.1 per cent. 


Little data have been accumulated 
pertinent to crime and insanity. Much 
evidence can be adduced, however, to 
show that Negroes have been frequent- 
ly and falsely accused, and probably 
may have influenced the incidence 
among Negroes. In a recent discus- 
sion in Washington, D. C., as reported 
by the Washington Post, Lampher*? 
noted that 73 per cent of those arrest- 
ed in the District of Columbia are Ne- 
groes; 25 per cent of those arrested 
nationally are Negroes, while 23 per 
cent of Federal prisoners are also Ne- 
groes—and from a 10 per cent of pop- 
ulation. He attributed this higher 
rate to the frustration rightly felt by 
the Negro. This he attributed to the 
Negro’s realization of lack of equal 
opportunities. He expressed the belief 
that the laws that would reduce his 
frustration would also reduce his 
crime. This is forcibly expressed by 
Spirer*® who noted that Negroes were 
not accepted, on the whole, for jobs in 
food industries, street car conductors, 
engineering and other similar fields, 
even though they were trained for 
such jobs, 

Several authors have produced data 
either as to the ignorance of the Ne- 
gro, or as to his being the equal of 
others if given the opportunity. Does 


“Henry Lampher, Report to Washington Post, 
Ap 25, 1949, Pg. 1-B, by Federal Bureau of 
Prisons Statistician. 

J. Spirer, ‘(Negro Crime.” Com. Psychol. Mono- 
graph., 16:2, 1940. a 


this lack of training, therefore, make 
for a greater incidence of mental dis- 
ease, or does education help him to 
understand better the world in which 
he finds himself? Based on first ad- 
missions to state hospitals for mental 
disease for the year 1933,°® the Bu- 
reau of the Census reported a total of 
69,368. Of this number 6,022 were il- 
literate and 4,291 undetermined. The 
largest Negro population was ob- 
served. A report of first admissions, 
to mental hospitals in the State of 
South Carolina for the year ending 
1948 showed a total of 964 white pa- 
tients of which there were 56 illiter- 
ates and 18 unclassified. From a total 
of 532 Negroes admitted the same 
year, there were 151 illiterates and 13 
unclassified—almost a 3:1 ratio, while 
the population of whites to Negroes 
was a 5:4 ratio. 


SUMMARY AND CONCLUSIONS 


All data have been presented with 
the objective of noting whether there 
has or has not been a high incidence 
of mental disease among Negroes. 
However, we are forced to take cogni- 
zance of the fact that many of our 
scientists have not been as objective 
as they might have been so that even 
now we are not sure that the data pre- 
sented were objectively reported. 

Data submitted have shown that the 
incidence of mental disease in the Ne- 
ero has definitely increased. These 
figures fail in many respects to give 
the true picture. Among the factors 
of import are the following: 

1. No private institution in the 

United States at the present 


Bureau of the Census, ‘Patients in Hospital 
for Mental Disease, 1933."’ loc.cit. 
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time will accept the Negro as a 
mental patient, and the number 
of whites treated in these insti- 
tutions is difficult to evaluate, 
and are not here included. 

It has been noted that it was the 
practice of Southern institutions 
to admit only the more severe 
Negro mental cases. 

Certain diseases as Schizophre- 
nia, General Paresis, Cerebral 
Arterio-sclerosis, showed a defi- 
nite increase among Negroes, 
while a very high early age inci- 
dence has also been observed. 
The Negro rate has been largely 
augmented by marginal eco- 
nomic safety and migration. Ur- 
banization of the Negro and the 
shifting population have further 
increased this number. 

Certain conditions as environ- 


ment, economical factors, and 
education ; and such psychologi- 
cal situations as race prejudice, 
fear and frustration utilized by 
whites, have all played a réle in 
making life more difficult and in 
increasing the incidence of men- 
tal disease. 

On the whole, no scientific 
studies have been conducted to 
show how the extent to which 
such hurdles or restrictions as 
differences of opportunities; so- 
cial, political and economic, hos- 
pitalization (private and state) ; 
race prejudice, and rules of ad- 
mittance affect the Negro rate of 
incidence as compared to whites. 
Many investigators believe these 
ills to be an overwhelming fac- 
tor in the increase of mental dis- 
ease among Negroes. 
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CHAPTER X 


THE EMOTIONAL HEALTH OF NEGROES 


Heuen V. McLean, M.D. 
Staff Member, The Institute for Psychoanalysis, Chicago 


CoNcEPT OF EMOTIONAL HEALTH 


During the past five decades, and 
particularly during the past two dec- 
ades, there has been an extension of 
the concept of mental health or illness. 
The criteria for the measurement of 
mental health or illness in individuals 
have become much more complex in 
character. When mental health is de- 
fined solely in terms of the absence of 
psychosis, it is relatively easy to sepa- 
rate the mentally ‘‘healthy’’ from the 
mentally ill. With the development 
of psychiatry from a descriptive sci- 
ence to a dynamic science, psychia- 
trists were forced to a consideration 
of an extremely large number of bio- 
logical, familial and sociological fac- 
tors which either facilitate or inter- 
fere with the emotional development 
of an individual from birth to death. 
I shall use the term emotional health, 
instead of mental health, since the 
latter term contains too much of 
the connotation of freedom from ill- 
ness which is caused by some inherent 
biological defect or physical etiologi- 
eal factor affecting primarily the high- 
est integrative organ of the body, the 
brain. 

The old cliche, ‘‘a sound mind in a 
sound body,’’ is a neat phrase which 
happens to be untrue. Physically 
healthy individuals may be psychi- 
cally immature (and therefore unable 
to meet the demands and responsibil- 
ities of adult life) or may be emotion- 
ally ill as manifested by ideas of per- 


secution, obsessive thoughts, compul- 
sive acts, phobias, socially destructive 
and self destructive behavior, such as 
criminal acts or delinquency. On the 
other hand, an individual may be 
physically ill or handicapped and still 
be emotionally healthy and mature in 
his interpersonal, social and work re- 
lationships. 

Emotional tension may be expressed 
in bodily dysfunction, in psychic 
symptoms, in psychosexual difficulties 
and in psycho-sociological adaptation. 
L. L. Whyte has coined the phrase 
‘‘unitary man.’’ The physiological, 
psychic and sociological manifesta- 
tions of any individual constitute a 
complex dynamic unit. Unitary man 
is exposed to a variety of stimuli. The 
stimulus may be internally generated 
as, for example, a hormone such as 
estrogen which is periodically pro- 
duced and produces in women in- 
creased sexual tension. The woman, 
during this estrogen phase of her men- 
strual cycle, will feel, react and be- 
have differently than she will two 
weeks later when progesterone, rather 
than estrogen, is being poured into 
her blood stream. The initial stimulus 
may, on the other hand, come from the 
external world. In a social situation, 
something may happen which stirs up 
anger in an individual. The anger, 
in turn, stimulates the adrenal glands 
and a whole chain of physiological 
changes is set in motion in order to 
prepare the particular person to fight. 
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The fight, even on a verbal level, may 
be inhibited by the internal stimulus 
of the person’s conscience or through 
fear. Depending not only on the in- 
tensity of the external provocation 
and the relative social and physical 
strength of the attacker and attacked, 
but on the total psychological equili- 
brium of the person angered, there 
might be a murderous fist fight or the 
individual might swallow his anger 
which then continues to simmer until 
he finds someone weaker socially, 
physically or economically on whom 
he can vent his rage. By these two 
examples, I hope that the concept of 
man as a biological, psychic and social 
unit has been made somewhat clearer. 


INFLUENCE OF Soci0o-ECONOMIC 
PosiITIoN OF NEGRO ON THE 
PERSONALITY 


Biologically, the Negro differs, as 
far as we know, in no important at- 
tribute from other human _ beings. 
Emotionally, he lives from birth to 
death in a different psychological, so- 
cial and economic atmosphere than do 
the white majority. The depreciation 
of him because of his skin color and the 
discrimination against him are condi- 
tioning factors of prime importance. 
In his early development, he has the 
psychological conflicts which face any 
individual in his parental and sibling 
relationships. Even the conflicts of 
these early relationships are usually 
distorted and intensified by the fact 
of color; his parents are frightened 
and insecure; the father’s economic 
insecurity tends to weaken his position 
in the family. The economic insecur- 
ity of the father may make it neces- 
sary for the mother to work away 
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from home, so that the child is left 
alone without the maternal care and 
without the firm discipline which are 
necessary for healthy maturation. The 
care of the younger children may be 
placed on the older children who 
themselves need more freedom during 
their developing years. In his chap- 
ter on the Negro family, E. Franklin 
Frazier traces its historical and socio- 
logical evolution from slavery to mod- 
ern times. I shall quote only briefly 
from this stimulating article. 

But, as we have seen, the great masses of 
Negroes never enjoyed close contact with the 
whites. As a result there came into exist- 
ence a folk culture, one of the main features 
of which was the natural family organiza- 
tion that grew out of the tie between mother 
and child and the habitual association of 
men and women in the same _ household. 
Though this family organization functioned 
efficiently among the rural folk in the South, 
it went to pieces under the impact of mod- 
ern urban life. Its failure in the urban en- 
vironment was the result not of economic 
factors alone but mainly of the lack of deep- 
ly rooted traditions which could provide the 
basis of family discipline and an orderly 
family life. The absence of family traditions 
has affected the personality and work habits 
of the Negro and has been an important fac- 
tor in the high crime and delinquency rates 
among Negroes.’’1 


Frazier is here stressing on the basis 
of sociological evidence that the in- 
stability of the Negro family directly 
affects the personality and future life 
history of those who grow up in an at- 
mosphere lacking ‘‘family discipline 
and orderly family life.’’ 

Thus far, much of what I have said 
applies equally well to any white fam- 
ily who is economically insecure. On 
the Negro, an additional burden is 


1E. Franklin Frazier, “The Negro Family.” 
Chapter 8, in: The Family: Its Function and 


Destiny, edited by Ruth Nanda Anshen, New 
York: Harper and Brothers, 1949, pp. 157-158. 
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thrown. Many parents frighten their 
children by the boogey man. How- 
ever, the child soon learns that the 
boogey man is something conjured up 
by the parents to make him behave. 
To the Negro child and his parents, 
the boogey man remains throughout 
life as a real danger. The boogey is 
the white man. In the South, the Ne- 
gro on the job, in the schools, on the 
street, can never forget that his life 
and security are dependent on the 
white man. He must learn early how 
to placate and please the white god if 
he is to survive. He may be angry and 
ready to fight the attacker who humili- 
ates him and pushes him around, but 
he must cover up such rage. The pres- 
ident of a large Negro university in 
the South once said, ‘‘Even such a 
simple act as shaking hands cannot be 
an automatic act. There are Southern 
white men who would be insulted if I 
put out my hand first and there are 
others who would consider it un- 
friendly if I did not. I must always 
quickly size up the particular man 
and make a judgment concerning 
what he expects.’’ 


In the North, the boogey white man 
may not be an actual threat to the 
Negro’s life, but he still represents a 
possible source for social humiliation 
and for loss of one’s job. Even in the 
North, a Negro cannot be certain of 
being served in a restaurant or of re- 
ceiving courteous treatment in a de- 
partment store. Uncertainty associ- 
ated with the fear of humiliation 
haunts him if he ‘‘presumes’’ too far 
into the white man’s domain. Thus 
the Negro must from earliest child- 
hood learn to wear a mask of passive 
subservience toward all white people. 


Hortense Powdermaker, in an article 
entitled ‘‘The Channeling of Negro 
Ageression by the Cultural Process,’’ 
analyzes the methods by which the 
seemingly passive Negroes (the ‘‘Un- 
cle Tom’’ type) express their aggres- 
sive hostilities. She stresses that the 
meek Negro feels guilty about his con- 
scious and unconscious hostility to- 
ward white people. ‘‘These Negroes 
are believing Christians who have tak- 
en very literally the Christian doc- 
trine that it is sinful to hate.’’ In be- 
ing loving and subservient instead of 
hating, the Negro can feel superior to 
the whites who behave in such an un- 
Christian manner. In Heaven, these 
Negroes feel that theirs will be the 
final victory. The Negro also feels 
superior because he is fooling the 
white man by his passive facade. Pow- 
dermaker feels that the psychological 
mechanism operative in the meek Ne- 
gro can be compared to masochistic 
behavior. ‘‘This behavior pattern has 
given the Negro a way of appeasing 
his guilt over his aggressive impulses 
and a method of adapting to a very 
difficult cultural situation.’”* 

All Negroes (particularly in the 
North) do not have a mask of passive 
submissiveness; some of them are 
overtly over-aggressive. They are like 
adolescents who master their fears and 
feelings of insecurity by becoming the 
aggressor. The anxious tension gen- 
erated from their fear of being humil- 
lated by being put in the dependent 
subservient réle is discharged by over- 
ly aggressive behavior which in turn 
engenders fear of retaliation from so- 


2Hortense Powdermaker, “The Channeling of 
Negro Aggression by the Cultural Process’ in: 
Personality in Nature, Society and Culture, edited 
by Clyde Kluckhohn and Henry A. Murray, New 
York: Alfred A. Knopf, 1949. p. 471. 
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ciety. Horace Cayton has said in his 
article, Frightened Children of 
Frightened Parents, 


‘¢. . . in the Negro the psychological prob- 
lem is intensified. For him, punishment in 
the actual environment is ever present; vio- 
lence, psychological and physical, leaps at 
him from every side. The personality is 
brutalized by an unfriendly environment. 
This reinforces and intensifies the normal in- 
security he feels as a person living in our 
highly complex society. Such attacks on his 
personality lead to resentment and hatred 


of the white man. However, the certain knowl- 
edge that he will be punished if his emotions 


are discovered produces a feeling of guilt 
for having such emotions. Fear leads to 
hate; but the personality recoils with an in- 
tensified and compound fear. This is his re- 
action to his brutalization, subordination, 
and hurt. It is this vicious cycle in which 
the American Negro is caught and in which 
his personality is pulverized by an ever 
mounting, self-propelling rocket of emotional 
conflict. The Negro has been hurt; he knows 
it. He wants to strike back, but he must 
not—there is evidence everywhere that to do 
so would lead to his destruction.® 


The intense fear of the white man 
with its consequent hostility and guilt 
may not be conscious in the Negro, but 
from my own psycho-analytie experi- 
ence in treating Negro men and wom- 
en, [ have yet to see a Negro who did 
not unconsciously have a deep fear of 
and hostility toward white people. 
This conscious and unconscious fear 
and hostile guilt produces in the Ne- 
gro self loathing and self hate. He 
hates the pigmented skin which makes 
him feel like a depreciated human be- 
ing and he hates in part others who 
suffer a like fate. Repeatedly in the 
dreams of Negro patients is expressed 
this self loathing and the wish to be 


SHorace R. Cayton, ‘Frightened Children of 
Frightened Parents.” Twice-a-Year, edited by 
Dorothy Norman. Double Number 12-13, Spring- 
Summer, 1945, and Fall-Winter, 1945. 
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white, but this wish is also not accept- 
able since the identification with the 
white man arises largely from fear 
and hostility rather than from love 
and respect. The dilemma for the Ne- 
gro male is as follows: If he accepts 
his second class position, he is filled 
with self hate, because of the insult to 
his deepest feelings of masculine 
strength; if he identifies with white 
men and becomes the hated and pow- 
erful man, he must renounce his ties 
with his own people. His Negro 
friends will hate him and the majority 
of white men will punish him for his 
presumption in acting as if he were 
like them. 


For the Negro woman, the dilemma 
is somewhat different. Her value as a 
woman (even more than for the man) 
is often related to the quantity of pig- 
mentation in her skin since the more 
nearly white she is, the greater her 
sexual or marriage value. She often 
in urban centers is better able to have 
steady employment so that she may 
be the important wage earner of the 
family. Her husband, already treated 
by the white majority as less than a 
man, because of uncertain employ- 
ment is further depreciated in her 
eyes and in the eyes of their children. 
Her own feminine wishes to have a 
man stronger than she are frustrated. 
Her natural, maternal ambitions for 
her children may also be thwarted by 
the discrimination which is meted out 
to them in schools and jobs. In her 
psycho-sexual attitude toward her 
mate, she often betrays feelings of 
contempt toward him. Such feelings of 
contempt will, of course, be more pro- 
nounced among the more ambitious, 
better-educated women. These women 
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react to the depreciation of their mates 
by the white majority with an uncon- 
scious feeling that the relationship it- 
self is debased emotionally and that 
they are therefore justified in getting 
all possible material benefit from it. It 
is not unusual for an attractive, intel- 
ligent, young Negro woman to ask for 
a new dress or coat from a man to 
whom she has granted (of her own 
free will) sexual favors. Behavior of 
this kind is indicative of her evalua- 
tion of the relationship. Consciously, 
she may feel love and be loved but in 


asking for a gift, she debases herself 


to the level of a prostitute and the 
man to a person for whom she could 
feel no genuine love. 


INCIDENCE OF PsycHOsIS IN NEGROES 


How does the Negro solve the very 
difficult emotional conflicts which face 
him? Is there more emotional illness 
among Negroes than whites? Statis- 
tically, there are very little data on 
which to make any statement except 
in regard to psychoses. From the 
population of Negroes in state hospi- 
tals, it is possible to state the number 
of Negroes who suffer from various 
forms of psychosis. In Illinois with a 
Negro population of approximately 10 
to 12 per cent of the total population, 
the number of first admissions to the 
Illinois state hospitals in 1948 was 12 
per cent (white admissions—8,823, 
Negro—1,118). In other words, as in- 
dicated by admission to Illinois state 
hospitals in 1948, there is no greater 
incidence of psychosis in Negroes than 
in whites. There is no discrimination 
against nor segregation of Negroes in 
Illinois state hospitals. It still may be 
possible that some psychotic Negroes 
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are cared for by their families and are 
not public charges. The number of 
these is probably not significantly 
larger than the number of white psy- 
chotics who remain with their fami- 
lies. 


SurcweE, JUVENILE DELINQUENCY 
AND CRIME 


The incidence of psychosis is only 
one indication of emotional illness. 
Suicide, juvenile delinquency and 
criminality are three other yardsticks 
by which emotional health can be esti- 
mated. Suicide, among Negroes in the 
South, is one-fourth as common as 
among the white population. In the 
North, the suicide rate for Negroes in 
urban centers more nearly approxi- 
mates those of the white. In 1947, I 
offered a tentative explanation for the 
low suicide rate among Negroes in the 
South and the growing rate in the 
North.* (This article as published in 
the Negro Digest was changed from 
the manuscript submitted.) Suicide is 
psychodynamically a murderous im- 
pulse turned on the self. For such an 
impulse against another person, the 
individual feels he must endure pun- 
ishment. He metes out to himself what 
he wished to do to another. ‘‘A life 
for a life’’ has been for centuries the 
basis on which justice operates in the 
punishment of murders. In suicide, 
the individual expiates his crime for 
wishing to kill by killing or wishing to 
kill himself. The: hatred which the 
Negro feels for the white majority 
largely arises out of the real injustice 
meted out to him. His crime lies in 
being born a Negro, in other words, 


4Helen V, McLean, ‘“‘Why Negroes Don't Com- 


mit Suicide.” Negro Digest, F, 1947. 
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fate, (7.e., an impersonal situation) 
and not he, is responsible. Therefore, 
the guilt for his hostility can be ex- 
ternalized. His tragedy resembles that 
of the heroes of Greek plays, in that 
fate has made him feel hostile toward 
white men. Self loathing and not guilt 
is his psychological reaction to fate. 
In the South, the white man is god— 
if a Negro killed himself for his 
hatred of fate’s injustice, he would 
be claiming god-like powers and that 
he was equal to the god. His whole 
life has conditioned him to accept his 
inferior status. Instead of his hostile 
aggression being turned against him- 
self in suicide, it is more apt to be 
directed against others like himself in 
crimes of violence. 

In the North, the Negro has a slight- 
ly greater expectation of achieving 
status in jobs, professions and accept- 
ance by at least a few white men. His 
feelings of being doomed from birth 


to an inferior status are consequently 


less. His self-respect is greater (par- 
ticularly among those who have 
gained superior status in spite of 
great difficulties). Because of better 
status, his competitive rivalry with 
white men is intensified. In killing 
himself, he can assert his equality 
with the less harsh white man in the 
North. The statistics on suicide in the 
Northern Negroes need to be broken 
down into categories. If this were 
done, I would predict that the suicide 
rate would be highest among the most 
ambitious Negroes. 

It is well known that juvenile delin- 
quency flourishes in the soil of crowd- 
ed housing and poverty. In urban 
centers like Bronzville and Harlem, 
these conditions exist. Living under 


such conditions, it is no wonder that 
many Negro adolescents become law 
breakers and sexual delinquents. It is, 
as a matter of fact, remarkable that 
more of them do not act in such an 
impulse-ridden manner. Every 
healthy adolescent rebels against his 
parents in some way or other in an at- 
tempt to free himself from his child- 
ish dependence and to become a man 
(or woman). Under usual conditions, 
parents understand the rebellious feel- 
ings and still maintain a firm, non- 
punitive attitude toward their strug- 
gling half-grown children. The adoles- 
eent’s strong identification with a re- 
spected and loved father or mother 
enables him to control eventually his 
rebellious feelings. But the Negro 
adolescent feels his parents are help- 
less in assisting him in gaining status 
and genuine satisfaction (social and 
economic) in the future. Lacking the 
emotional support of a parent ideal, 
he gives in to the impulses of the mo- 
ment. Given opportunity for identi- 
fication in group activity with a 
strong kindly man or woman, many 
of the juvenile delinquents could still 
attain a modicum of psychological ma- 
turity. But the streets, crowded homes 
and harassed parents offer them few 
opportunities to weather adolescence 
successfully. 

The Statistical Abstract of the Unit- 
ed States, 1945,> published by the De- 
partment of Commerce, Bureau of the 
Census, gives the following figures: 





5Bureau of the Census, U. S. Department of 
Commerce, “Table No. 114-—-State and federal 
Prisons and Reformatories; Felony Prisoners Re- 


ceived from Courts, by Color, Nativity, Age and 
Sex. (Excludes reports from state institutions In 
Michigan, Georgia and Mississippi.)” Statistical 


Abstract of the United States, 1948. p, 10. 
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State and Federal Prisons and Reformatories 
—Felony Prisoners Received from Courts 


Male Female 
1945 
Total ....___. 43,281 40,852 2,429 
OO . 29,539 27,911 1,628 
All Other _.—__ 535 513 22 








The Negro population is approximate- 
ly 10 per cent of the total population, 
but the Negro felony constituted near- 
ly 45 per cent of the number in the 
year 1945. The ratio between crimes 
committed by Negroes and whites is 
1:2 which is, of course, disproportion- 
ate. Frustrated by the barriers placed 
in his path to find decent opportuni- 
ties for work, for housing and self re- 
spect, the Negro seems to vent his rage 
on the society which is responsible for 
his predicament. 


PsYCHONEUROSIS AND PSYCHOSOMATIC 
DISORDERS 


At the present time, everyone is be- 
ing made very conscious of the amount 
of human neurosis and psychosomatic 
ilmess. Nearly 40 to 50 per cent of 
all patients who consult a physician 
either privately or in a clinic suffer 
from some functional disorder or some 
organic condition in which the sole 
or concomitant etiological factor is 
emotional in character. 

Whether Negroes suffer more or 
less from psychoneurosis and from 
psychosomatic illness (7.e., emotional- 
ly caused physical illness), I am not 
able to state. Certainly in the clinics 
to which Negroes go, there are many 
of them with so-called functional dis- 
eases. The Chicago Institute for Psy- 
choanalysis as well as the psychiatric 
services in various university hospitals 
have an ever-increasing number of Ne- 
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gro patients applying for psychiatric 
help for anxiety neuroses, conversion 
and anxiety hysteria, phobias, compul- 
sive neuroses and neurotic character 
disturbance. 


NEED OF EDUCATION CONCERNING 
PSYCHIATRY 


As yet the Negro community is not 
as aware as the white community of 
psychiatry and of the fact that emo- 
tional illness and behavior disorders 
can be alleviated. This is not surpris- 
ing in view of the fact that there are 
only about 15 Negro psychiatrists who 
belong at the present time to the 
American Psychiatrie Association. In 
addition, psychiatric clinics to which 
Negroes are referred are suffering 
from a great shortage of adequately 
trained psychiatrists. If and when 
there is a sufficient number of both 
Negro and white psychiatrists to cope 
with emotional illness in all its vari- 
ous manifestations, it will be neces- 
sary to educate the Negro concerning 
psychiatry. For all people, it has a 
connotation of magic mumbo-jumbo; 
for the Negro, it seems frightening 
and smacks of trickery on the part of 
the white doctor. It may seem like 
another device of the white majority 
to deceive and keep the Negro ‘‘in his 
place.’’ 

To seek help for emotional problems 
is still considered by many people an 
admission of weakness. For the Negro 
to reveal in a psychiatric interview 
his intimate thoughts and feelings to 
a white doctor takes real courage 
since, in his past experience, the white 
man generally has shown little under- 
standing of the Negro’s fundamental 
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human needs and his inherent poten- 
tialities. 


PREVENTIVE PSYCHIATRY 





Preventive psychiatry—if it is to 
produce the conditions necessary for 
healthy emotional development—must 
concern itself with all those aspects 
of familial, social and economic life 
which distort and stunt the psycho- 
logical growth of Negroes. The psy- 
chiatrists who tackle such a stupen- 
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dous problem must work with others 
—teachers, ministers, social scientists, 
social agencies and legislative bodies. 
The preventive psychiatrist can no 
longer remain in the ivory tower of 
his consultation room. He must con- 
tribute his psychiatric knowledge to 
and learn from the other specialists 
without whose cooperation and aid, 
the community will continue to be a 
breeding place for emotional disturb- 
ance, psychosis and crime. 
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CHAPTER XI 
THE NUTRITIONAL STATUS OF NEGROES 


Nutrition Branch* and Program Analysis Branch,** Division of Chronic 
Disease, Public Health Service, FSA 


The problem of evaluating a per- 
son’s nutritional status has much in 
common with that of measuring his 
state of health. The breadth of most 
definitions of nutrition! makes them 
practically synonymous with general 
good health. A very crude indication 
of the nutritional status of a popula- 
tion may be obtained from the inci- 
dence of frank deficiency diseases. 
Since only a relatively small propor- 
tion of the population is in this cate- 
gory, other measures are necessary in 
order to appraise the nutritional 
status of the majority of people. 

Certain methods are now being de- 
veloped with a view toward their ef- 
fectiveness in indicating different 
levels of malnutrition. These tech- 
niques include dietary records of food 
intake, physical examination of spe- 
cific areas of the body, and laboratory 
tests of certain constituents in the 
blood or urine. 

The following article presents find- 
ings obtained from recent surveys by 
the Nutrition Branch of the Public 
Health Service on the nutritional 
status of Negro and white families. 


*The field studies were done by Keith H. Frank- 
hauser, Elton S. Osborne, Jr., and Leonard M. 
Schuman, physicians; William R. Brown and 
Elbert C. Tabor, chemists; Bernice L. Anderson, 
Alla P. Meredith, and Marjorie Morrison, nutri- 
tionists; Lucille E. Corcoran, Rose V. Fortuna 
and Phyllis L. Goshorn, nurses. (Report prepared 
by Miriam G. Eads, Olaf Mickelsen, Fred 
Morse, Jr., Harold R. Sandstead.) 

**Data analyzed by Georgie Druzina, Emily K. 
Hankla, Elliott H. Pennell. 

_'Henry ©, Sherman, Chemistry of Food and 
Nutrition. New York: The Macmillan Co., 6th 
edition. 1941; James S. McLester, Nutrition and 
Diet in Health and Disease. Philadelphia: W. B. 
Saunders Co., 4th edition, 1943; Russell Wilder, 
Forward in: Dietotherapy—Clinical Application 
of Modern Nutrition. (Ed. by Micheal G. Wohl.) 
Philadelphia: W. B. Saunders Oo., 1945. 


THe STUDIES 


Nutrition field units of the Public 
Health Service have worked in coop- 
eration with local health departments 
in conducting surveys of large popu- 
lation groups.” In two states, these 
have included fairly large numbers of 
Negroes. Both the Negroes and the 
white persons within the same state 
were examined by the same group of 
investigators. All of these studies fol- 
lowed the same general plan. Selected 
groups representative of the popula- 
tion were chosen for the study. Since 
many individuals failed to appear, 
the samples are not representative in 
all respects. Preschool children and 
women are included to a much greater 
extent than they are in the population, 
while individuals in adolescent age 
groups (13 to 20) and men were very 
frequently missed. 

A public health nurse visited the 
homes of the selected families, ex- 
plained the purpose of the study and 
invited all members of the family to 
attend the clinic. Appointments were 
made for those willing to participate.* 
At the same time, the nurse explained 
to a responsible member of the family, 
usually the mother, how to fill in the 
one-day diet records and left forms 


2Harold R. Sandstead and Elton S. Osborne, Jr., 
“Experience in Appraising Nutritional Status in 
the U. S, Public Health Service,”’ Amer. Jr. Pub. 
Health, 38: 361-68, 1948; Richard K. Anderson, 
and Harold R. Sandstead, ‘‘Nutritional Appraisal 
and Demonstration Program of the U. S. Public 
Health Service.” Jr. Amer. Dietetic Assoc. 23: 
101-107, 1947. 

®The nurse extended her visits until she secured 
enough volunteers to attain the sample size pro- 
posed by the statistician. 
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for each member.* At the clinic, the 
person was given a physical examina- 
tion and a blood sample was secured. 
The diet records were reviewed, dis- 
cussed and scored by the nutritionist 
who gave the participant whatever 
advice seemed indicated. Finally, the 
results of the complete examination 
were discussed with the persons ex- 
amined and the report sent to the 
health officer or a private physician 
as desired. 

In the fall and winter of 1945-46, 
a preliminary survey was made of the 
white and Negro school children in 
Alachua County, Florida.5 The sur- 
vey consisted of limited physical ex- 
aminations and the collection of blood 
for hemoglobin determinations. Later 
a family survey was made covering a 
sample of the white and Negro fami- 
lies in the county. To minimize the 
influence of seasonal variation upon 
the comparisons, clinics for white and 
for Negro families were alternated 
throughout the period. 

Another study was conducted 
among Negro families residing in the 
Ferndale area, Oakland County, Mich- 
igan.® Similar investigations among 
~ ¢Miriam G, Eads, and Alla P. Meredith, ‘“‘Nutri- 
tion Studies—II: Methods of Collecting Dietary 
Data.” Pub. Health Rep., 63:777-82, 1948. 

5Alachua County in the truck farming district 
of North-Central Florida, has a growing season of 
approximately 285 days, and one-fourth of the 
total acreage is in food crops. Of the 38,607 
population in 1940, 59 per cent were white and 
41 per cent Negro. Thirty-six per cent lived in 
urban communities and engaged in a variety of 
manufacturing industries. In 1946, the per capita 
income was $846. The per capita income for the 
United States for that year was $1,147. Three- 
fourths of the 8,000 school children were examined 
in the preliminary survey while 238 white and 
156 Negro families were seen in the later study. 

°The study herein referred to as ‘Ferndale’ 
was made among Negro residents of Oakland 


County, Michigan, living in the area adjacent to the 
northern limit of Detroit. An equal number of 


families was included in the sample from each of 
two Negro communities. One community con- 
tained approximately 3,000 Negroes who moved 
there after World War I, and who owned their 
ewn homes. The second was a temporary housing 
development constructed about 1945 for families 
of automotive workers from the South. 


At the 


white families in Michigan were ear- 
ried on in Houghton and Ottawa 
counties.’ While the latter counties 
differ somewhat from Ferndale, the 
data are the best available for apprais- 
al of nutritional differences between 
Negro and white population groups 
within that State. 


Diet 


As has been found in studies by 
other workers® our data reveal rela- 
tively low percentages of both Negroes 
and white persons receiving recom- 
mended allowances of different foods. 
These allowances represent an adapta- 
tion® of recommendations prepared by 





time of the study the wage earners were highly 
paid or on relief indirectly related to the shut 
down of many war industries. In this study 103 
families were seen. 

THoughton County in Michigan occupies the 
lower two-thirds of the Keweenaw Peninsula which 
projects into Lake Superior. The climate is rela- 
tively cold and the growing season short. The 
population of 47,631 was 28 per cent urban and 
nearly all the families are white. Many persons 
of Finnish, Cornish, and Italian descent keep their 
separate languages and customs. Agriculture has 
been badly neglected until recently; lumbering has 
enjoyed periods of intense activity but copper 
mining has declined so sharply that many of the 
younger persons have left the county. No adequate 
substitute from an economic viewpoint has been 
found. The per capita income in 1946 was $1,308. 
There were 310 families in this study, 

Ottawa County, also in Michigan, lies along the 
southeastern shore of Lake Michigan. The popula- 
tion of 59,660 (1940) is 44 per cent urban; many 
of the people are of Dutch ancestry. The urban 
population, in general engages in small industries 
and the rural population in agriculture. The per 
capita income in 1946 was $1,104. There were 
721 families in this study. 

5J. B. Youmans, ‘‘An Assessment of the Nutri- 
tion of a Rural Population in Tennessee. Amer. 
Jr. Pub. Health, 31:704-708, 1941; E. White Pat- 
ton, and Ruth Kern, “Surveys of the Nutrition of 
Populations.’ Pt, 2, Amer. Jr. Pub. Health, 33:58- 
72, 1943; William J. Darby. ‘‘The Influence of 
Some Recent Studies on the Interpretation of the 
Findings of Nutrition Surveys.” Jr. Amer. Die- 
tetic Asso., 23:204-210, 1947; D. F. Milan, “A 
Nutrition Survey of a Small North Carolina Com- 
munity.”” Amer. Jr. Pub, Health, 32:406-12, 1942; 
National Research Council, Inadequate Diets and 
Nutritional Deficiencies in the United States. 
Washington: Bull. of the National Research Coun- 
cil, No. 109. National Academy of Sciences, 1943; 
Esther F. Phipard, and Hazel K. Stiebeling, ‘‘Ade- 
quacy of American Diets.’’ Jr. Amer, Med. Assoc. 
139:579-85, 1949. 

"This adaptation is: Green or yellow fruits and 
vegetables, 1 or more servings; vitamin C rich 
foods, 1 or more servings; other vegetables and 
fruits, 3 or more servings; milk, 3 cups for chil 
dren under 21 years of age and 2 for adults; anl- 
mal protein other than milk, 2 servings, one egg 
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the Food and Nutrition Board of the 
National Research Council’® using as 
a foundation the ‘‘basic 7’’ food 
groups of the Department of Agricul- 
ture. The allowances are not minimal 
requirements of average individuals, 
but ‘‘levels enough higher to cover all 
individual variations in requirements 
of normal people.’’ There was no 
group in which all individuals met 
recommended allowances (Table I). 
Only in the enriched grain products 
and fats did the proportion of people 
in any group interviewed approach 80 
to 90 per cent of the recommended 
amounts. 

Gardens were producing in all four 
counties during a portion of the sur- 
vey period, yet from one-third to one- 
half of the people in each study group 
consumed less than half of a serving 
of green or yellow fruits or vegetables, 
Despite a damaging drought in South- 
ern Michigan, the Ferndale Negroes 
consumed these vegetables and fruits 
to the same extent as two of the white 
groups. (Figure 1) 

Of the five groups studied, the two 
Negro groups showed the lowest per- 
centages of persons consuming vita- 
min-C-rich foods. In no area did half 
of the persons interviewed have as 
much as one serving of vitamin-C-rich 
food and in Ferndale, only one-fourth 
had this amount. 

The Negro groups were strikingly 
low in the proportion having three 
servings of other vegetables and 
fruits. In fact, only 22 per cent of 





heing equal to 1 serving; whole grain products, 1 
Serving; enriched grain products, 1 serving; but- 
ro fortified fats, some daily; dried beans and 
n 1 serving. 

National Research Oouncil: Recommended 
Dietary Allowances. Washington: Reprint and 
circular series No. 115, Ja 1943; No, 122 (Re- 
vised), Ag 1945; No. 129, O 1948 (Revised). 


the Alachua Negroes consumed two 
servings or more of these foods, while 
for the Ferndale group, the percent- 
age was 37. Among white families, 
the proportion varied from 53 per 
cent in Alachua to 80 and 85 per cent 
respectively in Houghton and Ottawa 
Counties. The nutritionists discovered 
that where two or more servings were 
reported, in many cases two were of 
potatoes. It should be pointed out 
(Table I) that nearly half of the Ala- 
chua Negroes, one-fourth of the Fern- 
dale Negroes, and one-sixth of the 
Alachua white group had no vege- 
tables or fruits in the Vitamin C 
category. 

The recommended allowance for 
milk, including ice cream, is the 
equivalent of three cups for children 
under 21 years of age and at least two 
for adults. About two-fifths of the 
persons in the white groups, one- 
fourth of the Ferndale Negroes, and 
one-eighth of the Alachua Negroes 
attained this level. Inspection of the 
data from the Michigan counties and 
that from Alachua indicates that milk 
was used more extensively in these 
Northern areas than in the South. One 
of the outstanding facts revealed by 
this table is that nearly half of the 
Negroes and twenty-two per cent of 
the white group in Alachua County 
drank no milk. A breakdown by age 
shows that 6 per cent of the white 
group and 36 per cent of the Negro 
group under 13 years of age drank no 
milk. A similar relationship was re- 
ported by Milam.1! He found a much 
higher intake of calcium and ribo- 
flavin among the white people than 
among the Negroes in a small cotton 


up. F. Milam, op.cit. 
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mill town in North Carolina. Since 
milk is the most important dietary 
source of both of these substances, the 
difference in nutrient intake is very 
likely due to this food. On first 
thought, economic factors might be 
proposed to explain these differences. 
Perhaps this is not the only explana- 
tion since Meredith’? found a much 
higher expenditure for ‘‘snacks’’ by 
the Alachua Negro than by the white 
children. 

More than half of the persons in 
each of the Alachua groups had at 
least two servings of animal proteins 
other than milk. The Ottawa group 
was next highest with 48 per cent 
eating two servings of meat, fish, fowl, 
cheese, or eggs. In Ferndale and 
Houghton, on the other hand, only 38 
and 35 per cent, respectively, con- 
sumed the recommended amount. 
Moreover, three-tenths of the white 
persons in Ottawa County, about one- 
fourth of the Negroes in Ferndale and 
Alachua and 22 per cent of the per- 
sons in the Houghton study had less 
than one serving of foods of this type. 


Butter and fortified fats, such as 
margarine, are good sources of vita- 
min A. Three fourths of the Negroes 
in Alachua and one-half each of the 
Alachua white and the Ferndale Ne- 
gro groups had no butter or fortified 
fats. Smaller percentages of Negroes 
than of white persons in the same 
State ate whole grain products. It is 
encouraging to note, however, that 
between 80 and 90 per cent of all 
groups consumed at least one serving 
of enriched grain products. 

The above analysis is qualitative 

12Alla P. Meredith, ‘Nickels and Dimes and the 


School Child’s Diet.” Jr. of School Health, 18: 
255-58, 1948. 


and no definite conclusions can be 
drawn as to intake of calories or spe- 
cific nutrients. The present method of 
analysis makes no allowance for per- 
sons who exceed the recommended 
allowances since those who consume 
one or more servings are grouped to- 
gether. There is the possibility that a 
higher than recommended intake of 
one food may compensate for an in- 
sufficient intake of other foods. This 
type of compensation is missed at 
present. 


PuysicaL FINDINGS 


The physical signs used in evalu- 
ating the nutritional status were those 
of Sandstead and Anderson.!* These 
are based on the suggestions of the 
Committee on the Diagnosis and Pa- 
thology of Nutritional Deficiencies of 
the National Research Council.'* Even 
with such guides, there is a certain 
amount of subjective evaluation in- 
volved in such assessment. Some varia- 
tion may occur when the findings of 
different examiners are compared. For 
this reason, observations reported 
herein have been confined primarily 
to regions where most of the examina- 
tions were made by the same physi- 
cian. 

In Alachua county, 29 per cent of 
the Negro and 21 per cent of the white 
members of the family study were 
considered ‘‘fair-poor’’ in appearance 
(Table 2&3). The percentage in this 
group and the difference between Ne- 

183Harold R, Sandstead and Richmond K. Ander- 
son, “Nutrition Studies—I. Description of Physi- 
cal Signs Possibly Related to Nutritional Status.” 
Pub. Health Rep., 62:1073-1085, 1947. 

“Norman Jolliffe, James S. McLester, and H. C. 
Sherman, (Subcommittee of the Committee on the 
Diagnosis and Pathology of Nutritional Deficiencies 
of the National Research Council): ‘Prevalence 


of Malnutrition.” Jr. Amer. Med, Assoc., 118:944- 
950, 1942, 
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groes and white persons increased 


with age. In the group 51 years of 
age and over, 71 per cent of the Ne- 
groes and 51 per cent of the white 
members were listed as ‘‘fair-poor.’’ 
There was an even greater contrast 
between the Michigan Negro and 
white persons 51 years and older. 

Conjunctival folliculosis, often re- 
ferred to as a sign of vitamin A defi- 
ciency, was noticeable in 32 per cent 
of the Negro and 24 per cent of the 
white children seen in the Alachua 
schools. On the other hand, among 
the 297 children 7 to 15 years of age 
examined at the family clinic, only 
16 per cent of the Negroes in contrast 
to 28 per cent of white children had 
conjunctival folliculosis. For chil- 
dren under 7, the percentages were 
higher, but, there was little difference 
between the Negro and white children. 
In Alachua, very little conjunctival 
folliculosis was found for persons over 
16. 

More than half of the Ferndale Ne- 
groes were reported as having con- 
junctival folliculosis. In comparison, 
the percentages for the white com- 
munities, Houghton and Ottawa, were 
low, 22 and 14 respectively. Michigan 
children in the 7 to 15 year age group 
most frequently exhibited this symp- 
tom with the higher incidence among 
the Negroes. 

Gingivitis, due to a number of fac- 
tors including nutritional deficiencies, 
was diagnosed more frequently in Ne- 
gro than in white members of the 
Florida family study. The difference 
occurred only in the age group 16 to 
50, and 51 and over, where about 55 
per cent of all Negroes as compared 
with approximately a third of all 
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white persons had gingivitis. In the 
Michigan studies, also, a higher inci- 
dence of gingivitis was seen in the 
Negro group, aged 51 and over, as 
compared with white persons of the 
same age. The percentages were some- 
what lower than in Florida. 


Recession and retraction of the 
gums are not associated with a specific 
deficiency. They are seen more fre- 
quently in older people because such 
conditions are chronic and progres- 
sive. In both Michigan and Florida, 
these gum conditions were more prev- 
alent among Negroes than among 
white persons. 

On the whole, signs which have been 
associated with a need for vitamins 
of the B group were observed in rela- 
tively few of the people of either race. 
With increasing age, the proportions 
rose. Fissuring of the tongue, a mani- 
festation of chronic deficiency, was the 
condition most frequently found. As 
would be expected, it was observed 
most often in the older age groups. 
Among persons over 51 years of age, 
the proportions of Negroes and white 
persons with tongue fissuring, how- 
ever, differed significantly. In Ala- 
chua county the Negroes were high, 
while in Michigan, by contrast, fis- 
suring as well as other tongue con- 
ditions, were seen among more white 
persons than Negroes. 

Aene is not at present associated 
with a nutritional deficiency but is a 
symptom of a number of abnormal 
conditions. It was seen most frequent- 
ly among Alachua white school chil- 
dren and among the 7 to 15 year olds 
in the family study. In Michigan, on 
the other hand, there was very little 





300 THE JOURNAL OF NEGRO EDUCATION 


racial difference in the occurrence of 
acne. 

A deficiency of vitamin A is fre- 
quently associated with the following 
changes in the skin, xerosis (extreme 
dryness) and folliculosis (a perma- 
nent ‘‘goose-flesh’’ appearance). Al- 
though a considerable number of such 
abnormalities were seen, there was no 
indication of any racial difference. 

In Florida, the percentage of Ne- 
gsroes with such skin conditions was 
relatively high, while in Michigan the 
proportion was below that for either 
of the white areas studied. The fore- 
going was true for each of four age 
groups, but findings increased with 
age. 

In Alachua, 12 per cent of the Ne- 
groes 16 to 50 years of age, in contrast 
to 4 per cent of the white persons at 
the same age, showed evidence of 
goiter, past or present, or of thyroid 
enlargement. Relatively few persons 
having such symptoms were found in 
other age groups. About the same 
proportions of the Negroes in the 
Ferndale and Alachua family studies 
were found with thyroid enlargements 
or operational scars. The highest in- 
cidence of thyroid abnormalities was 
seen among the Michigan white per- 
sons, particularly those in Houghton, 
16 to 50 years of age and over. The 
most common physical sign of iodine 
deficieny is goiter, which may readily 
be prevented by the use of iodized 
salt. Nutrition studies have revealed 
a relatively high percentage of goiters 
of this type, not only in the ‘‘goiter 
belt’’ but in circumscribed localities 
in other regions. 

The percentage of individuals with 
symptoms of rickets, active as well as 


healed, is strikingly higher in the 
Michigan than in the Florida studies. 
This is true in each age group. For 
all ages, the percentages are 23 in 
Ottawa County, 19 in Ferndale, 12 in 
Houghton, and 0.5 and 0.4 for the 
Negro and white groups in Alachua 
County, Florida. The differences be- 
tween the races in the incidence of 
rickets becomes negligible and is more 
intimately related to geographical lo- 
cation. Active rickets was found in 
only a few persons in the five areas. 

The prevalence of rickets, either 
active or healed, in the North ap- 
proached Jolliffe’s estimate.® After 
reviewing the literature, he con- 
eluded: ‘‘Present figures indicate that 
the prevalence of active and healed 
clinical rickets is approximately 20 
per cent of children of preschool age.’’ 
The incidence observed in Alachua 
was, however, much smaller. This 
was equally true when the values for 
the preschool groups are considered. 
(Signs of rickets were seen in only 
0.7 per cent of the Alachua Negroes 
under 7 and in 1.6 per cent of the 
white children). 


BIOCHEMICAL FINDINGS 


In general, these Public Health 
Service studies, as well as various 
others!® indicate lower hemoglobin 
levels for Negroes as compared with 
white persons in similar age groups 
(see Table IV). In Alachua County, 





Norman Joliffe, James S. McLester, and H. C. 
Sherman, Ibid. 

“Thomas S. Englar, Ruth Blakely, and Walter 
Wilkins, ‘Hemoglobin Studies on Albermarle 
County School Children.’’ Va. Med, Monthly, 75: 
236-40, 1948; D. F. Milam and Hugo Muench, 
“Hemoglobin Levels in Specific Race, Age, and 
Sex Groups of a Normal North Carolina Popula- 
tion.” Jr. Lab. and Clinic, Med., 31:878-85, 1946; 
PD. F. Milam and R. K, Anderson, ‘Nutrition 
Survey of an Entire Rural County in North Caro- 
lina.’ Jr. South. Med. Assoc., 37:597-605, 1944. 
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where the determinations were made 
for individuals of each race within the 
same period of time, the difference 
was striking, Negroes at Ferndale also 
had definitely lower hemoglobin read- 
ings than did the white residents of 
Houghton or of Ottawa counties. 

On the other hand, the Ferndale 
Negroes as a group had higher mean 
hemoglobin levels than Negro mem- 
bers of the Alachua family study. Al- 
though significant differences between 
these two groups could not be demon- 
strated for children under 7 and for 
people over 50, in each of the four age 
groups, the Alachua Negroes had the 
lowest hemoglobin levels. Such con- 
sistency may be of considerable im- 
portance in attempting to determine 
what factors are involved in this case. 

Mean hemoglobin readings as re- 
ported for white members of the Ala- 
chua and Houghton County studies 
are remarkably alike for each age and 
sex group. Blood chemistry tests in 
Ottawa County produced a less clear- 
cut pattern. 

Since the mean hemoglobin values 
for the white families in Florida are 
the same as those found in Michigan, 
climatic factors would appear to be of 
relatively small importance in ex- 
plaining the difference in hemoglobin 
levels of the two Negro groups. 

A number of other factors have 
been put forth as explanations for 
variations in hemoglobin levels. These 
include diurnal variations about 
which there is still some discussion! 


Walter Wilkins, and Ruth Blakely, ‘Prelimi- 
nary Observations on Diurnal and Other Variations 
in Hemoglobin Levels.” The Milbank Memorial 
Fund Quarterly, 24:359-72, 1946; A. Brown and 
A. L. Goodall, ‘‘Normal Variations in Blood Hemo- 
globin Concentration.” Jr. Physiol., 104:404-407, 
1946; E. F. McCarthy, and D, D. Van Sly, 


“Diurnal Variations of Hemoglobin in the Blood 
of Normal Men.” Jr. 


Biol. Ohem., 128:567-72, 
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and seasonal changes which have been 
inadequately studied in children.!® In 
the present studies, the above factors 
can be eliminated, as an explanation 
of the difference in the hemoglobin 
values between Negroes and white per- 
sons since members of both races in 
Alachua were examined alternately. 

The findings in each area are in 
accord with those of previous investi- 
gators who found no sex differences 
in hemoglobin levels below 12 years, 
whereas older boys and men have 
higher levels than girls or women.” 
There is, however, an indication that 
for both Negro and white men aver- 
age hemoglobin levels were lower in 
the oldest age group than in the 16 
to 50-year-old group. In contrast to 
the men, the hemoglobin level in the 
women increased slightly in all age 
eroups. 

For many years, the level of plasma 
protein has been looked upon as an 
important guidepost in evaluating an 
individual’s nutritional status. The 
previous studies which showed a 
higher level among Negroes than 
among white people®® raised some of 
the first questions about the validity 





1939; R, H. Mole, ‘Diurnal and Sampling Varia- 
tions in the Determination of Hemoglobin.” Jr. 
Physiol., 104:1-5, 1945; E. T. Renbourn, ‘‘Varia- 
tion, Diurnal and Over Longer Periods of Time, 
in Blood Hemoglobin, Hematocrit, Plasma protein, 
Pnythrocyte Sedimentation Rate, and Blood Chlo- 
ride.” Jr. Hyg., 45:455-67, 1947. 
1, Dobbs, H. M. M. MacKay, and K, Bing- 
} “The Hemoglobin Level in Municipal School 
Children. Effect of Iron Therapy, School Dinners 
Season.” British Med. Jour, 2:748-51, 1944. 
‘°—)) F, Milam, and Hugo Muench, op. cit.; Otto 
A. Bessey, and Oliver H. Lowry, ‘Nutritional 
Assay of 1,200 New York State School Children.”’ 
Meals for Millions, final Report of the New York 
State Joint Legislative Committee on Nutrition. 
Legislative Document No. 61, New York, 1947. 
"D. F. Milam, and R. K. Anderson, ‘Nutrition 
Survey of an Entire Rural County in North Caro- 
lina.’ Jr. South. Med. Assoc., 37:597-605, 1944; 
PD. F. Milam, ‘‘Plasma Protein Levels in Normal 
Individuals.” Jr. Lab. and Clin. Med., 31:285-90, 
1946 
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of this measure. Since the protein in- 
take of the Negroes was frequently 
quite low, such a finding was unex- 
pected. The present study confirms 
the earlier ones in that a racial differ- 
ence in the two older groups was 
observed. 

Recent work in experimental star- 
vation has emphasized the inadequacy 
of the plasma protein level as a reflec- 
tion of the body’s protein reserves. 
The poor relation between the nu- 
tritional status and the plasma pro- 
tein levels is further shown by the rela- 
tively low levels seen among the well- 
fed American soldiers*! when com- 
pared with the values for ordinary 
civilians. The actual significance of 
the plasma protein levels is still a 
matter of debate with no very com- 
prehensive theory available.** 

The hemoglobin level may give a 
better general indication of the pro- 
tein nutritional status, than the plas- 
ma protein level. This is based on 
the fact that under conditions of sim- 
ple caloric starvation, the changes in 
hemoglobin more accurately reflect 
the loss of tissue protein. Recovery 
of the body weight loss is not always 
accompanied with a proportionate and 
immediate increase in hemoglobin con- 
centration.*> It is also very likely 
that the hemoglobin level would not 
permit even a rough classification of 
normal individuals into different 


2R. E. Johnson, “A Field Nutritional Labora- 
tory.” War Med., 7:222-26, 1945; R. Kark, ‘‘The 
Nutritional Status of Japanese Prisoners of War, 
Burma, 1945.” Ann, Int. Med., 25:266-69, 1946; 
R. M. Kark, H. F, Aiton, F. D. Pease, W. E. 
Bean, C. R. Henderson, R. E. Johnson and L. M. 
Richardson, “Tropical Deterioration and Nutrition. 
Clinical and Biochemical Observations on Troops.” 
Med., 26:1-40, 1947, 

A. Keys, J. Brozek, A. Henschel, O, Mickelsen, 
and H. L, Taylor, The Biology of Human Starva- 
tion. Minnesota: Univ. of Minnesota Press—to be 
published in 1949. 

A. Keys, J. Brozek, A. Henschel, O. Mickelsen, 
and H. L. Taylor, Ibid. 


groups varying in a definite way as 
far as their body protein reserves were 
concerned. 

There are suggestions that the pro- 
teins in the red cell other than hemo- 
globin may be of considerable impor- 
tance.*4 In view of the small amount 
of work that has been done in this 
field, further discussion in this area 
will have to await additional work. 


DIscussION 


One of the more important results 
of this and previous surveys is the 
evidence of a relatively poor nutri- 
tional condition among both Negroes 
and white persons.*5 The presence of 
anemia (as shown by the low general 
hemoglobin levels), goiter, rickets and 
certain skin conditions are particu- 
larly suggestive of nutritional dis- 
turbances. Protective foods such as. 
milk and vitamin-A-rich vegetables 
are consumed in fairly small amounts 
by large segments of the population. 
True, there are certain racial differ- 
ences as shown by the lower intake of 
some food groups and by the higher 
incidence of a number of physical 
signs among the Negroes. These 
changes are not consistently in one 
direction, for in some cases, the Ne- 
groes showed up better than white 
persons. 

During the past 20 years there has 
been a marked improvement in the 

4B. Ponder, ‘‘The Relation Between Red Blood 
Cell Density and Corpuscular Hemoglobin Con- 
centration.” Jr. Biol. Chem., 144:333-38, 1942; 
L. Bloom and G, Lewis, (Personal Communica- 
tion.) 

®J. B. Youmans, loc. cit. Am. Jr. Pub. Health, 
81:704-708, 1941; John B. Youmans, E. White 
Patton, and Ruth Kern, Amer. Jr. Pub. Health, 
33:58-72, 1943; D, F. Milam, loc. cit. Amer. Jr. 
Pub. Health, 32:406-12, 1942; D. F. Milam and 
Hugo Muench, loc. cit., Jr. Lab. and Clin. Med., 
31:378-85, 1946; D. F. Milam and R, K. Ander- 


son, loc. cit., Jr. South. Med. Assoc., 37:597-605, 
1944, 
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general nutritional condition of the 
American people. This change is 
shown by the marked decrease in the 
number of reported cases of pellagra, 
goiter, and rickets.*® Although there 
may be a number of factors respon- 
sible for each of these reductions, 
these findings do indicate that im- 
provement can be secured. 
Education in proper dietary habits 





Forrest E. Linder, and Robert D. Grove, 
“Vital Statistics Rates in the United States, 1900- 
1940. Washington: Bureau of the Census, U. S. 
Govt. Print. Office, 1943. 
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should prove a rewarding field of 
endeavor for both races. There is 
evidence that some school children 
with low intakes of essential foods 
spend considerable sums on refined 
carbohydrates. Because of the in- 
jurious influence of such foods on 
health and dietary habits, a concerted 
educational program might attempt to 
increase the intake of protective foods 
at the expense of refined carbohy- 
drates. 
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Adequate health service depends 
upon a number of factors. Chief 
among these are: (1) the availability 
of physicians, nurses, dentists, hos- 
pitals, medicine and other personnel 
and facilities; (2) the ability of peo- 
ple to pay for these services and com- 
modities, and (3) the education of 
the people in the intelligent utiliza- 
tion of health services and in good 
nutrition and personal and communi- 
ty hygiene. 

Adequate health service for Ne- 
groes depends upon all these factors 
but is seriously complicated by the ad- 
ditional element of race discrimina- 
tion. Discrimination means limiting 
opportunities to utilize health services 


which would be more fully available 
to whites of the same economic group 
in the same community. It means, 
also, restriction or denial of oppor- 
tunities to Negro physicians, dentists, 
nurses and others to obtain profes- 
sional training, to practice and per- 
fect their skills. 

The Negro is poorer, less well-fed 
and housed, more crowded and igno- 
rant than the general population. He 
needs more health services, not less. 
He is entitled to these services as a hu- 
man being. Furthermore, it is in the 
interest of the general welfare that 
his health be safeguarded, let it pull 
down that of his neighbors. Discrimi- 
nation harms not only Negroes but the 


TABLE I 


MorraLity From SELEcTeD CAUSES, BY Race: UNITED States, 1947 
(Exclusive of Stillbirths, Rates per 100,000 Population) 






































Cause of Death Nonwhite White 
Nephritis ____... a 85.2 51.8 
Tuberculosis (all forms) — 83.3 27.1 
Pneumonia (all forms) 68.0 40.2 
Premature Birth ete sie 41.4 26.7 
Ra ie = 29.5 6.5 
Diseases of Pregnancy ice 9.8 3.1 
Prevalent Diseases of Childhood - 8.9 3.8 
Infectious Diseases... 0.8 0.2 
*Infant Mortality (deaths per 1,000 live births) —.._ 49.5 31.8 
*Maternal Mortality (deaths per 1,000 births) 3.6 1.3 





Source; “Estimated Number of Deaths and Death Rates for Specified Causes.” 
Analysis, U. S. Public Health Service, Vol. 5, No. 13, Aug. 1948, Table 10, page 11. * 
for 1946. Source: Vital Statistics, Special Reports, Volume 28, Number 1, September 13, 19 
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community and nation also. Yet 
throughout the nation, the plight of 
Negro health is disheartening. With- 
out doctors, hospitals, or rudimentary 
knowledge of the fundamentals of 
safeguarding health in many areas; 
with few doctors and poor facilities 
in others, his infant mortality, tuber- 
culosis, and syphilis rates soar high 
above the national average (See Table 
[). The Negro death rate is still more 
than sixty per cent higher than the 
white death rate. In the past fifty 
years the Negro death rate has 
dropped from 33 to 14 per thousand, 
yet even today the average Negro life 
span is ten years less than that of 
whites. 

Obviously the problem of providing 
decent health service to the Negro is 
going to remain with us at great cost 
to the nation in terms of money and 
lives, both white and Negro, as long 
as the latter remains segregated in the 
worst slums and most menial jobs. 

In any practical plan for improv- 
ing public health services, the most 
backward spots must be brought up 
to the general level, if they are not to 
sabotage the entire program. As mat- 
ters stand now, four major problems 
stand in the way of an immediate rise 
in the Negro health situation. These 
are: his inability to pay for adequate 
medical care on the usual fee-for- 
service basis; the shortage of doctors, 
hospitals and other personnel and fa- 
cilities in many areas in which many 
Negroes live; the restricted use of 
available personnel and facilities due 
to discrimination against Negro pa- 
tients and Negro physicians; and, 
finally, insufficient health education 
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to utilize personnel and facilities ad. 
vantageously. 


Tue Economic PRoBLEM 


Economic taboos are not ordinarily 
made into law, but in the United 
States they are so effective where Ne- 
groes are concerned that they operate 
with almost the force of legislative 
fiat. Except in unusual circumstances, 
such as a war boom, the characteristic 
phase of Negroes in the economy is 
that of helpers, servants, handymen, 
and unskilled laborers with little or 
no chance for skilled training or ad- 
vancement ; consequently, they receive 
the lowest of pay. Most of their jobs 
are those best characterized as ena- 
bling them to live only on a sub- 
sistence level. 

Ten years ago, in 1939, the Ameri- 
ean Medical Association estimated 
that an income of $3,000 a year was 
inadequate to pay the costs of a major 
or chronic illness. Since then, the 
consumers’ price index has risen ap- 
proximately 70 per cent. Today a 
family would need take-home pay of 
more than $5,000 to have the same 
spending power now that $3,000 gave 
in 1939. Nearly 80 per cent of Ameri- 
can families earn less than $5,000 to- 
day; and, in the 1946 Census esti- 
mates, only about 85,000 urban Negro 
families in the Northeastern and 
North Central states earned, even 
with several adult members employed, 
$5,000 or more, In view of these facts, 
nearly 120,000,000 people will have 
difficulty in providing adequate medi- 
cal care for themselves and their 
families, with the difficulty, of course, 
greatest for those who are near the 
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bottom of the scale, where most Amer- 
ican Negroes are located. 

As regards income levels, the plight 
of the Negro is a marked accentua- 
tion of the situation outlined for the 
nation as a whole. A few compara- 
tive statistics will show that most 
Negroes cannot pay for adequate 
medical care on a fee-for-service basis. 
They often cannot bear the expense 
of even inadequate care, in view of 
the high cost of privately financed 
medical services today, 

About three-fourths of all Negroes 
in the United States live in those 
states where the per capita income 
(See Table II) is around $1,000 or 
less. Thus the inadequacy of the Ne- 
gro income to cover medical care be- 
comes sharply apparent even without 
comparison to the A.M.A. minimum 
of $3,000 ten years ago. 














TABLE II 
Per CaprrA INCOME FOR SELECTED STATES, 
1946 

State Per Capita Income 
Maryland $1,293 
Missouri . 1,143 
CCC 1,010 
Texas 954 
Virginia 952 
West Virgnia —————— 914 
Tennessee 843 
Oklahoma 825 
North, Carolina... 817 
OSES Eee See 809 
Louisana ee 784 
DS a es 778 
De clea ae 733 
South Carolina 729 
Arkansas 697 
Mississippi 555 

Source: “Per Capita Income Payments by 


States and Regions, 1929-1940 and 1945-1946.” 

Survey of Ourrent Business. Vol. 27, No. 8, Aug. 

1947, Table 18, page 22. U. S. Department of 
mmerce. 
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Even more enlightening than per 
capita incomes in states with the 
largest Negro populations are data on 
variations in median family incomes 
for certain parts of the country (See 
Table ITI). 


TABLE III 
EsTiMATED MEDIAN INCOMES OF URBAN 











FAMILIES IN SELECTED REGIONS OF THE 
UNITED StTaTes, 1946 

Median Income 

Region Negro White 

Northeast ................ $8,235 $8,367 

North Central _........ _ 2,294 2.944 

South 1,549 3,014 





Source: Current Poplation Reports, Consumer 
loam Series P-60, Bureau of the Oensus, 
1948. 


The contrasts are brought out even 
more sharply when rural and urban 
areas are compared. In Table IV we 
see that the non-white farm popula- 
tion has an income less than half that 
of white farmers and only 57 per cent 
of the income of urban non-whites. 


TABLE IV 


ToraL Monwy INCOME, BY Race: UNITED 
SraTes, URBAN AND RURAL, 1947 








Median Income 





Area Total Nonwhite White 
United States $2,685 $1,385 $2,841 
Urban 2,961 1,640 3,113 
Rural-Nonfarm 2,566 1,194 2,681 
Rural-Farm 1,752 935 1,922 





Source: ‘‘Consumer Income."’ Current Popula- 
tion Reports. Series P-60, No. 5, Feb. 7, 1949, 
U. S. Department of Commerce, Bureau of the 
Census. Table 2, page 16. 


While the income for whites from 
one region to another does not vary 
greatly, the regional differences among 
Negroes is marked. It is significant 
that in the South, where the greatest 
need exists for medical services, the 
difference is most pronounced. 
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The 1947 Census estimates report 
15,017,000 non-whites in the nation; 
of these, 9,009,000 are urban and 
6,008,000 rural inhabitants. Thus the 
majority of Negroes live in high cost- 
of-living areas. Many of them, un- 
fortunately, have to pay more for rent 
than white families of the same level 
of earnings. Considering the income 
figures given above, the lack of abili- 
ty to pay for medical care is obvious. 
Moreover, the practice in many hos- 
pitals (usually in border or Northern 
areas) of accepting Negro patients 
only in private or semi-private rooms 
places a heavy additional financial 
burden upon them. The 6,008,000 
rural non-white individuals live main- 
ly in the South, where there are fewer 
medical facilities, and families have 
the lowest incomes in the nation. 
They are thus largely unable to pay 
for services, even from the inadequate 
facilities available. 


SHORTAGE OF PERSONNEL AND 
FAcILities 


The nation as a whole suffers from 
poor distribution of medical person- 
nel and facilities. The far greater 
portion of hospitals, doctors, dentists, 
nurses, and public health workers are 
in the cities. The North boasts many 
more in proportion to population than 
does the South. 

In the South, which is predomi- 
nately rural, one of the most immedi- 
ate needs is for rural public health 
centers conveniently located, well 
staffed and equipped, both for preven- 
tive medicine and routine medical 
treatment. Currently there are few 
rural facilities. In the states of Ala- 
bama, Arkansas, Florida, Georgia, 
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Kentucky, Louisiana, Oklahoma, 
South Carolina, and Tennessee there 
are only 86 adequate centers, when 
for even minimum service there 
should be at least 453. 

Again, bad as conditions in the 
South may be for the general popu- 
lation, they are even worse for the 
Negro fourth of the population. Al- 
most no facilities exist for Negroes in 
rural areas and those few in the larg- 
er towns and cities are far below mini- 
mum standards. 

For example, a hospital survey in 
Arkansas shows that 72 general hos- 
pitals allocated a total of 458 beds to 
Negroes, who comprise one-fourth of 
the state population; this is a ratio of 
one bed for 1,000. And in regard to 
beds for tuberculosis patients a simi- 
lar situation exists; only 195 beds are 
allocated for Negroes, who need at 
least 1,000. Under the Hill-Burton 
Hospital Construction Act the states 
set as a minimum standard: 4.5 gen- 
eral hospital beds for every 1,000 
persons. 

In Mississippi, the state with the 
largest proportionate Negro popula- 
tion, there are 0.5 beds per 1,000 Ne- 
groes, as compared to 2.3 beds per 
1,000 whites. Since most of the Ne- 
gro population is to be found in the 
South, where medical services are in- 
adequate at best and where there is 
discrimination in addition, these gen- 
eral faults in distribution are accen- 
tuated. 

The paucity of trained Negro 
health personnel is only partially ex- 
emplified by the fact that in 1942 
there was only one Negro physician to 
every 3,377 Negroes in the United 
States, while for the nation as a whole 
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the ratio was one doctor to 750 peo- 
ple. In only two cities in the country 
does the ratio of Negro doctors to 
population approach the general ratio: 
St. Louis and Washington. In the 
South, there is one Negro doctor to 
4,908 patients on the average, and in 
Mississippi the ratio is one to 18,527. 
Only ten of the 105 Negro specialists 
are located in the South, exclusive of 
the District of Columbia, and 26 (30 
per cent) are in one city, Washington. 

The concentration of professional 
personnel in Northern cities is not 
difficult to understand when one con- 
siders that opportunities for further 
training and professional advance- 
ment, access to hospitals, and admis- 
sion to medical organizations so im- 
portant to professional growth are to 
be found mainly in the North. Most 
residencies and interneships open to 
Negroes are in Northern cities, so 
they must leave the South to get these 
opportunities. On the other hand, 
concentration in a relatively few 
Northern cities has resulted partly 
from the discriminatory practices of 
hospitals in other communities. 

No Southern state provides a medi- 
cal college for Negroes, but Arkansas 
now admits Negroes to the medical 
college of its State University. A few 
states make financial arrangements 
for Negroes to attend Meharry Medi- 
eal College. Several Southern states 
have taken steps to remedy the mal- 
distribution of physicians by trying 
to induce local medical students, both 
white and Negro, to remain in the 
state. Mississippi, North Carolina, and 
Virginia grant scholarships or loans 
to finance the medical education of 
Students, provided the recipient 


agrees to practice after graduation in 
a rural area of the State for a stipu- 
lated minimum period. In Mississippi, 
one-fifth of the loan is cancelled for 
each year of such practice. 

The gloomy picture of the status of 
Negro physicians would be less dis- 
heartening if the chasm between the 
Negro and white ratios could be 
closed by accelerated education of ad- 
ditional physicians. Unfortunately, 
however, since only three per cent of 
current graduating classes in medical 
schools are Negro, the gap is widen- 
ing. To close it Negro students would 
certainly have to exceed the ratio of 
Negroes to the general population; 
this would mean quadrupling present 
enrollments. The shortage of dentists, 
nurses, pharmacists, and other trained 
workers is even more acute than is 
that of physicians. While the national 
goal suggested by Oscar R, Ewing, 
Federal Security Administrator, is 
one dentist to each 1,650 persons, 
the 1,533 Negro dentists practicing 
their profession in 1945 were in the 
ratio of one to approximately 8,800 
Negroes in the population. And with 
only 313 Negro dental students in 
training in 1947, the gap between Ne- 
gro and white ratios remains shock- 
ingly wide. Similar data could be 
cited for each of the other classifica- 
tions of health personnel. 

As with physicians, Negro dentists, 
nurses, pharmacists, and others prac- 
tice their professions away from the 
South. In 1940, there were 708 den- 
tists, or fewer than half the total, in 
the South, where the supply ratio was 
one to 13,990 population. The ratios 
in the North and West were one to 
3,924 and 3,880, respectively. Figures 
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for the other professional groups re- 
veal the same contrast. 

So long as a majority of Negro peo- 
ple remain in the South and a large 
proportion live in rural areas they 
will be subject to the especially acute 
shortages of health facilities which 
plague these areas, as well as to the 
additional handicaps of being Negroes 
and of being poor. 

In Northern cities, the ghetto com- 
munities are overerowded, with fa- 
cilities inadequate or nonexistent. 
Where there are hospitals and health 
centers, they are in some cases second- 
hand remnants of a bygone era when 
whites inhabited the neighborhood. 
Even if facilities outside the ghetto 
are open to Negroes, the latter are fre- 
quently not urged to make use of 
them ; and in any event they are like- 
ly to be inconveniently located, if not 
virtually inaccessible. 

The complicated environment in 
which arise the shortages in facilities 
and personnel presents a dilemma to 
those attempting to ameliorate the 
situation. How far is it wise to agree 
to the postponement of the ultimate 
goal of complete equality and integra- 
tion of the Negro into the general 
public health program, in order to as- 
sure at least some improved pro- 
visions for Negro Health now? 


DISCRIMINATION AGAINST NEGRO 
PATIENTS AND PHYSICIANS 
As matters are at present, discrimi- 
nation is an important obstacle in the 
battle to bring the health situation of 
Negro citizens up to at least the gen- 
eral level of white Americans. For 


example, in 1945 Negroes constituted 
30 per cent of the population of North 
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Carolina, but only 19 per cent of the 
hospital beds in the state were avail- 
able to them. With hospital facilities 
limited, it is criminal for beds to be 
held vacant only because the patients 
needing them are Negro and not 
white. Since infections respect no 
color line, whites endanger their own 
health in keeping Negroes away from 
centers where disease might be cured. 
The most deplorable aspect of this 
situation is that prejudice and short- 
ages go hand in hand. The poorest. 
communities, those in the South, must 
duplicate facilities for the two races 
or make some makeshift provision 
where Negroes are concerned (if, 
indeed, they provide for Negroes at 
all). Thus, the scarce available funds 
are divided into two parts, even 
though the whole would be insuffi- 
cient to take care of either part. Both 
white and Negro units fail to operate 
at maximum efficiency because they 
are too small to reap the economies of 
combination and full use of equip- 
ment, and vacancies in one may 
parallel overcrowding in the other. 
Discrimination against personnel is 
as shortsighted as is that against pa- 
tients. Hospitals sorely in need of 
doctors and nurses refuse to employ 
trained Negroes; the areas most in 
need of medical workers frequently 
keep them away through restrictions 
in the use of colleges, interneships and 
residencies, hospitals and other pro- 
fessional affiliations, post-graduate 
work, and the like. It is impossible 
for a Negro surgeon to keep himself 
in good standing with the American 
College of Surgeons in the South, 
where local medical associations re- 
fuse to admit him to membership and 
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accredited hospitals deny him affilia- 
tion. 

One of the by-products of restric- 
tions on the use of medical facilities 
by Negro doctors has been an increase 
in the financial burdens carried by 
Negro practitioners, who must dupli- 
eate in their offices costly equipment 
which their white colleagues may use 
at the local hospital. 

The number of interneships in ap- 
proved hospitals, now available to 
young Negro physicians has become 
larger than the number of applicants. 
Most of these interneships, however, 
are in completely segregated hos- 
pitals. In 1947, in the entire country 
there were but 49 approved interne- 
ships available to Negroes in hospitals 
not completely segregated. Of the 49, 
there were 35 at Harlem Hospital, 
which is in fact almost all-Negro as to 
patients. While some advances have 
been made since that time, particular- 
ly in New York City, the overall pic- 
ture is still one of general exclusion 
from non-Negro hospitals. Opportu- 
nities for training in_ specialties 
through residencies are very few, and 
these are all in segregated hospitals. 

Very few localities in the nation are 
free of discrimination against Negro 
personnel and patients. In San Fran- 
cisco twelve private hospitals segre- 
gate minority patients in either pri- 
vate rooms or in separate wards; and 
where ward service is not available 
to Negroes, the patient is forced to pay 
for higher-cost facilities. In the whole 
of San Francisco there was not a 
single Negro doctor who could treat 
patients in any acccredited hospital 
until late in 1947, when one received 
courtesy privileges. Of 42 private 
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hospitals in Chicago, only one includ- 
ed a Negro physician on its attending 
staff, although two others granted 
courtesy privileges to two Negro phy- 
sicians, and varying privileges were 
given by hospitals not included in the 
42 investigated. 

In many Northern hospitals which 
advertise that they freely admit pa- 
tients without regard to race or color, 
there is an overt or implicit ban 
against Negro physicians and nurses. 
On the other hand, a Negro or two 
may be admitted to the staff of a hos- 
pital without a relaxation of strict 
limitations as to the number and lo- 
cation (within the building) of Negro 
patients accepted. Even though great 
strides toward integration were made 
in some cities during the recent war, 
few examples can be found of hos- 
pitals where the race of doctor or pa- 
tient is not a vital factor; and insti- 
tutions loud in their claims of inter- 
racial cooperation are subtly infected 
with quotas on personnel and pa- 
tients. 

Discrimination is involved directly 
or indirectly in all of the major prob- 
lems bedeviling the health situation of 
Negroes. Were there no color bars in 
allocating or occupying health facili- 
ties, the problems affecting Negroes as 
regards facilities would vary little 
from those of the general population. 
And without economic, social, or edu- 
cational discrimination against Ne- 
groes, the special problems of Negro 
personnel would largely disappear. 


THE Lack or ADEQUATE HEALTH 
EDUCATION 
Even the limited and inadequate 
health personnel and facilities avail- 
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able to the Negro population fail to 
be used at their fullest efficiency be- 
cause of the paucity of health educa- 
tion for both Negroes and whites. The 
poor, uneducated Negro has little or 
no knowledge of what services are in 
operation or of what procedure he 
should follow to avail himself of them. 
Further, whites frequently administer 
clinics and other health services in 
such a way as to deter Negroes from 
using them. Many whites have no 
conception of the dangers to the gen- 
eral public if discrimination deprives 
Negro citizens of adequate health fa- 
cilities and personnel. The lack of at- 
tempts to obtain the participation of 
Negro citizens in health programs is 
another manifestation of this limited 
point of view. 

While deficiencies in health educa- 
tion of the Negro specifically may be 
traced to the combined forces of pov- 
erty and discrimination, there are 
more immediate factors bearing di- 
rectly upon them. To begin with, the 
serious shortage of trained personnel 
has resulted in the allocation of re- 
sources to the most urgent needs. 
Doctors and nurses must care for the 
sick; they have no time left for the 
well. Cure, then, replaces prevention 
as a point of emphasis; and under 
present conditions it will be difficult 
to change this order of things. 

An adequate supply of public 
health nurses would be of immense 
help in this respect. Since a public 
health nurse is essentially a commu- 
nity worker, she does much to bring 
health education to the masses. She 
teaches by demonstration, interpreta- 
tion and supervising care of the sick 
by relatives and non-professional at- 
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tendants. In assisting the family to 
carry out medical, sanitary and social 
procedures for the prevention of 
disease and promotion of better 
health, she enlightens them. In help. 
ing to secure adjustment of social con- 
ditions bearing on health problems, 
she can influence the community to 
develop public health facilities for 
the promotion of a sound, adequate 
health program. She can supplement 
her services of education and consul- 
tation in the home through child 
health and maternity conferences, 
classes for parents and talks to their 
clubs, and other types of group proj- 
ects. Because she is close to the peo- 
ple, she can do much to overcome 
ignorance and help families to raise 
health standards significantly, even 
in those areas where the shortage of 
other medical personnel is acute. 

Even were trained workers avail- 
able, the lack of money and physical 
facilities remains a serious handicap. 
In rural areas, distance and poor 
transportation render difficult the use 
of even such facilities as are avail- 
able. Such health workers as there 
are prefer to remain in the cities, par- 
ticularly in the North, where oppor- 
tunities for advancement are greater 
and working conditions more favor- 
able. Since there is need for them in 
the North, they hesitate to make the 
sacrifices involved in going South, 
even though the bulk of the Negro 
population is there. 

This is not to say that the public 
health situation is ideal in Northern 
urban communities. Far from it; in 
many cities Negro slum dwellers are 
culturally almost as isolated from the 
community at large as are the share- 
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croppers in the South. Wherever 
tightly segregated ghettos exist, the 
chasm between Negro and white is 
wide, and lack of understanding and 
assurance as to what facilities are 
available to them prevents whole- 
hearted participation in community 
health programs. Even if opportuni- 
ties in health education do not stop 
at the outer wall of the ghetto, the ex- 
istence of this invisible barrier makes 
those within feel unwelcome or at 
least wonder whether they are to be 
excluded. 

The low educational status of much 
of the Negro population, both North 
and South, makes it difficult to rem- 
edy the deficiencies in information re- 
garding health and community pro- 
grams. The very existence of a large 
number of persons of scant literacy 
means that the ordinary channels of 
communication by which they could 
be informed are necessarily of limited 
service. And since the lowest educa- 
tional levels prevail among the older 
generation, heads of families are like- 
ly to be less informed and receptive 
to unfamiliar ideas regarding health 
than would be their children. Their 
position of influence in the family 
may well nullify efforts to win the 
cooperation of younger members of 
the family, 

Despite these difficulties—and they 
are serious ones—education remains 
an important point of emphasis, if 
health standards are to be raised sig- 
nificantly. Sanitation, immunization, 
venereal disease control, and the like 
can attain a measure of success only 
if the masses of the people can be 
reached and persuaded to cooperate 
fully. Obviously, this goal will be 


difficult to reach without compe- 
tent Negro workers who understand 
thoroughly the problems and _ atti- 
tudes of the Negro community, 


Wuart To Do? 


How shall ‘‘the problem of ade- 
quate health service’? be solved? 
What shall American citizens, citizen 
organizations and their local, state 
and national governments do to solve 
it? What shall Negroes and their or- 
ganizations do? 

We have broken down the problem 
into four elements: 

1. Economic: inability to pay for 

medical care on the usual fee- 
for-service basis. 
Personnel and facilities: short- 
ages or maldistribution of phy- 
Sicians, dentists, nurses and hos- 
pitals. 

3. Education: insufficient health 
education to utilize personnel 
and facilities advantageously. 

4, Race discrimination: aggravat- 

ing all the other deficiencies. 

The problem of adequate health 
service cannot be fully solved unless 
all the four constituent problems are 
solved also. We must make progress 
on all four fronts. 

But we must recognize also that 
there are priorities. Correcting short- 
ages of personnel and facilities, pro- 
viding sufficient health education and 
overcoming race discrimination are 
long-range tasks. It takes at least five 
years to train a doctor and much more 
before any substantial increase in the 
total number of doctors can be at- 
tained. So also hospital construction 
is a slow process. And as to making 
health education widespread and ef- 
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fective, and reducing—not to say 
abolishing—discrimination and_ seg- 
regation, these are still longer jobs, 

The economic problem of medical 
care contrasts with the three other 
problems, because results on the eco- 
nomic problem can be accomplished 
promptly and on a large scale. 

How? 

There are 3 ways in which people 
may be enabled to obtain medical care 
when they cannot afford to pay for 
it in fees to the doctor and the hos- 
pital at the time when they are sick. 

Private Charity—One of these 
ways is private charity. Doctors may 
give their services free to very poor 
people. Benevolent persons or organi- 
zations may pay doctors, drug and 
hospital bills for them. Charity has 
its place among the arts of good-will 
but experience has shown that private 
charity is wholly insufficient to cover 
the number and the needs of those 
who cannot afford to pay for medical 
care, 

Public Charity.—Therefore, a great 
deal of health service to needy and 
dependent persons is furnished in this 
country by local, state and national 
governments out of tax funds. This 
is public charity. In many large 
cities, in some smaller ones, but in 
few rural areas, there are well or- 
ganized systems of public charity 
which include the provision of physi- 
cians for the very poor and the main- 
tenance of city, county or state hos- 
pitals. Often the local or state gov- 
ernment pays non-governmental hos- 
pitals for the care of persons who 
have been accepted as a responsibility 
of the local or state welfare depart- 
ment. 


Tax funds to provide such medica} 
care for needy persons are inadequate 
in many sections of the country, par- 
ticularly in the South. State aid to 
rural counties and small towns has 
been furnished to enable them to give 
care to their ‘‘sick poor’’ or to send 
them, as in Louisiana and Mississippi, 
to hospitals maintained by the state 
in several districts. Some federal aid 
to the states for providing medical 
care is now available for persons who 
receive old-age assistance, for some 
dependent children and blind persons, 
but this federal aid is very limited. 
Further extension of federal aid has 
been proposed, in order to enable 
states to furnish more and better 
medical care to needy persons, Bills 
to provide such aid have been intro- 
duced into Congress. 

Health Insurance.—Neither private 
nor public charity is the American 
way of paying for medical care for 
the bulk of the population. At the 
National Health Assembly held in 
Washington in May, 1948, representa- 
tives of the American Medical Asso- 
ciation joined with those of many 
other national organizations, repre- 
senting millions of persons, in the fol- 
lowing statement: 


The principle of contributory health insur- 
ance should be the basic method of financing 
medical care for the large majority of the 
American people, in order to remove the 
burden of unpredictable sickness costs, abol- 
ish the economic barrier to adequate medi- 
cal services and avoid the indignities of a 
‘“means test.’?1 


There has been considerable develop- 


1Osear R. Ewing, ‘‘The Nation’s Health 


—A Ten Year Program.’’ Sept., 1948, page 


62. 
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ment of voluntary health insurance 
in the United States, especially for 
hospitalization, but the opportunity 
for Negroes to join voluntary health 
insurance plans is limited. 

Voluntary health insurance, wheth- 
er commercial or non-profit, is usually 
restricted to groups of employed 
workers in business or industrial 
firms. Few rural or self-employed 
people are reached. Furthermore, 
the same discriminatory employment 
practices which, especially in the 
South, keep the Negro from achieving 
a higher income level, likewise pre- 
vent him from purchasing most group 
health insurance. Although in North- 
ern states access to group insurance is 
easier, the high costs of premiums for 
services which are usually quite limit- 
ed, effectively deter many Negroes 
from buying voluntary insurance. 
Many companies selling group insur- 
ance policies raise their premium 
rates when over 10 per cent of the 
employed group are non-white. 

Certain insurance companies sell a 
comparatively large volume of indus- 
trial insurance policies to individual 
Negroes. The company agents collect 
the premiums weekly by calling at the 
homes of the subscribers. These poli- 
cies, however, exemplify the type of 
health insurance which is most expen- 
Sive in proportion to its cost, and 
most limited in the benefits received. 
Medical benefits usually include only 
small cash indemnities against par- 
ticular hospital and medical costs in- 
curred as a result of certain specified 
accidental injuries. The amounts paid 

"Franz Goldmann, Voluntary Medical 


Care Insurance in the United States, New 
York, 1948, page 74. 


out in ‘‘losses’’ by companies selling 
this insurance often come to less than 
half the amounts which they have re- 
ceived in premium income.’ 

In a word, voluntary insurance 
plans do not reach many Negroes and 
are not likely to do so. 

The President’s Health Program.— 
The national health insurance pro- 
gram recommended by President Tru- 
man and incorporated in bills now be- 
fore Congress would bring practical- 
ly all employed and self-employed 
persons within its benefits, without 
distinction of race, color or creed. The 
program would call for 144 per cent 
of earnings to be paid by each em- 
ployee (calculated on incomes up to 
$4,800), an equal amount to be paid 
by the employer. The insurance fund 
thus built up would pay for complete 
services from physicians and hospitals 
and for expensive medicines, for all 
insured persons and their families. It 
would be administered through the 
states and localities under federal 
standards. 

Every person would be free to 
choose his doctor and to change when- 
ever he desired. Every doctor would 
be free to accept service under the 
health insurance system or not to do 
so, as he might desire. He could con- 
tinue to have private-practice pa- 
tients. He would not become an em- 
ployee of the government, but would 
make contracts, as an individual prac- 
titioner or through a professional or- 


3*¢Casualty, Surety, and Miscellaneous 
Insurance Companies—Premiums and Losses, 
by Class of Insurance: 1945,’’ Statistical 
Abstract of the United States, 1947, Wash- 
ington: U. S. Department of Commeree, 
page 451. 
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ganization of his own choosing, with 
the health insurance agency of his 
locality or state, to furnish service 
and to be paid for it by methods and 
in amounts which he would share in 
negotiating. The law prescribes that 
payment must be ‘‘fair and ade- 
quate.’’ 

There has been some discussion of 
compulsory health insurance on a 
state basis. Governor Earl Warren 
of California has unsuccessfully push- 
ed such a bill in that state. However, 
state action on compulsory health in- 
surance would almost certainly begin 
in a few of the wealthier states and 
would do least for the Negro in the 
very states where he most needs it, 

National action is, therefore, neces- 
sary in order to spread the costs of 
sickness over the largest possible 
group. The powers of the national 
covernment are, however, limited to 
the collection of the health insurance 
funds (along with other social securi- 
ty payments); to allocate the funds 
among the states, according to a 
policy stated in the law; and to 
maintain standards required by the 
law. 

One of the most important of these 
standards is that there shall be no 
discrimination in the use of the health 
insurance funds because of race, creed 
or color. Such a standard is stated in 
the pending national health insurance 
bill. Negro patients must have the 
same right as white patients to choose 
their doctors, to receive services from 
them and to have these services paid 
for from the health insurance fund. 
Negro physicians must have the right 
to serve insured persons and to be 
paid for that service. A national 


health insurance law could maintain 
that right, and could prevent dis- 
crimination in the amount of payment 
because the physician or the patient 
was a Negro. 

What about hospital service? The 
Federal Hospital Survey and Con- 
struction Act, passed in 1946, pro- 
vides federal funds to aid in the con- 
struction or enlargement of needed 
hospitals, particularly in rural areas. 
This law prohibits discrimination in 
the use of federal funds. In states 
where Negroes are segregated in hos- 
pitals by law or custom, the number 
of beds constructed for Negro patients 
with federal aid must be in propor- 
tion to the percentage of Negroes in 
the population of the locality. There 
should be, of course, some provision 
to use federal funds to relieve any 
existing discrepancies and to pro- 
hibit their maintenance, 

This Act has worked well during 
the two years of its operation. The 
national health insurance law would 
extend the benefits of this hospital 
aid program, first by enlarging and 
liberalizing the funds available for 
construction, and second, by ensur- 
ing the maintenance of the hospitals 
after they are constructed. National 
health insurance would ensure to all 
hospitals—existing ones as well as 
new ones—that they would be paid 
the cost of serving insured persons, 
and payment without race discrimina- 
tion. 

The President’s national health 
program also provides for federal aid 
to medical schools to train more doc- 
tors and for scholarships to medical 
students; and here again the aid must 
be furnished without race discrimi- 
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nation. Negroes could and would 
benefit greatly by such provisions, 


CoNCLUSION 


Viewing the problems of health 
service as a whole, the basic need of 
the Negro is the same as the need of 
the great majority of the American 
people; namely, a way of paying for 
medical care that does not subject 
the sick person to the burdens of un- 
predictable costs or to the stigmas of 
charity. Charity is necessary for those 
who have no income or whose income 
is extremely low and unstable, and 
this must in the main be public chari- 
ty supported by local, state and fed- 
eral taxation. 


But the bulk of the American peo- 
ple, Negro and white, do not want 
charity. They do want purchasing 
power for medical care which can be 
created through the principle of in- 
surance, entitling people to medical 
service as a right when they require 
it, and ensuring doctors and hospitals 
of payment when they have rendered 
service. A national insurance plan is 
necessary in order to equalize the dif- 
ferences between the states and lo- 
ealities and in order to expedite the 
removal of race discrimination against 
Negro patients and physicians, which 
aggravate gravely all the problems 
of medical service to Negroes in the 
United States. 

In the long run, the goal of those 
seeking efficient and democratic health 
services must be the fully integrated 
use of all facilities and personnel, in 
a society which is likewise free from 
discrimination on economic, political, 
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social and educational fronts. This 
long-range goal must be held clearly 
in mind, while many steps toward 
better health service can and should 
be taken without delay. We are deal- 
ing here with the very lives of our 
people. An unceasing effort must be 
waged against the abnormally high 
rate of illness and death from con- 
trollable causes among Negroes. 

The effort must be varied and 
many-sided to deal realistically with 
local situations as they exist. Where 
it is possible to break down segrega- 
tion and win integration by pointing 
out the high, wasteful cost of main- 
taining two separate medical systems, 
one for Negroes, one for whites, apart 
from the moral consideration, this 
must be done. In the North, where 
the issues of discrimination are more 
subtle but no less real, the same policy 
should apply. Adequate medical care, 
on the same standard as for the rest 
of the nation, must be won for Ne- 
groes. National action, through a 
broad national health program, can- 
not, of itself, wipe out discrimination 
in some areas and institutions, but it 
can and will bring aid to the forces 
which will promptly lessen discrimi- 
nation and which will later abolish it. 

The unrighteousness of a Jim Crow 
policy and the wasteful expense of 
maintaining two separate systems, 
will become more and more apparent 
as Negroes win their right to the same 
standards of medical care as are de- 
manded for the rest of the nation, 
and as Negro physicians, dentists, 
nurses and others gain their rights as 
Americans to equal professional op- 
portunities, 








Health services for the millions of 
Negroes living in rural sections of the 
United States suffer from numerous 
inadequacies inherent in the rural 
situation. In addition, the country- 
dwelling Negro suffers special disad- 
vantages in his search for good health 
by reason of the many social factors 
involved in the American minority 
dilemma. 

Health services for all rural people 
are compromised by three principal 
factors: economic, ecological, and edu- 
eational.! The low per capita wealth 
of rural districts, relative to urban 
centers, creates basic handicaps in the 
availability of all medical personnel 
and facilities. Where services cannot 
be adequately financed they cannot be 


thin settlement over wide areas—cre- 
ates problems in the delivery of any 
technical service. Distance creates 
difficulties which poverty aggravates. 
Finally, educational deficiencies re- 


For the rural Negro, all these im- 
pediments operate to an exaggerated 
degree. Among rural people, his pov- 
erty is the greatest. Distances for 
him are usually greatest because, more 
than the white country-dweller, he is 
likely to live by an unpaved road and 
te lack modern means of transporta- 


1Frederick D. Mott and Milton I. Roemer, Rural 
Health and Medical Care. New York: McGraw-Hill 
Book Company, 1948. 
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CuaptTer XIII 
SPECIAL HEALTH PROBLEMS OF NEGROES IN RURAL AREAS 


Miuron I. Roemer, M. D. 
Assistant Professor, Department of Public Health, Yale University 


tion. Educational opportunities are 
poorest for him. These basic handi- 
caps to the receipt of modern medical 
services are complicated by all the 
other social factors which deny an 
equality of opportunity to the Ameri- 
ean Negro in city and country alike. 
Discriminatory practices in the train- 
ing of health personnel, construction 
of facilities, and delivery of services 
place the rural Negro in perhaps the 
most disadvantaged category of health 
care of any American citizen. 


HEALTH RESOURCES FOR THE 
RuraLt NEGRO 


While we speak of the Negro as a 
member of a ‘‘minority’’ group, the 
problem of Negro health in rural 


adequately furnished. The ecology of areas is of no minor proportions. De- 
the rural population —its relatively fining rural as places of under 2,500 


population and open country, in 1940 
there were 6,611,930 Negroes living in 
the rural areas of the nation, com- 
prising 11.4 per cent of the whole 
rural population.*? The rural popula. 


tard the proper utilization by rural tion has relatively more Negroes than 
people of even those medical services the urban, with the cities containing 
which may be accessible. only 8.4 per cent Negro people. In 


the South, where 77 per cent of all 
Negroes were located in 1940, they 
made up 23.8 per cent of the rural 
population. 

The special health problems of rural 
Negroes cannot be considered in terms 
of medical resources alone. With the 

20. S, Bureau of the Census, Sixteenth Census 
of the United States, 1940. Oharacteristics of the 


Population, Vol. 2. Washington: Govt. Print. 
Office, 1943. 
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relatively disadvantaged position of 
the Negro in the total rural economy 
are associated deficiencies in all the 
elements of living that make for good 
health.2 The housing of rural Negroes 
more often than not reaches levels that 
exceed in squalor the old-law tene- 
ments of the big city slums. The nu- 
tritional level of rural Negroes has 
again and again been demonstrated to 
fall short of minimal standards of 
adequacy. Occupational opportunities 
are relatively restricted, so that the 
rural Negro breadwinner is usually 
limited to jobs requiring the hardest, 
dullest physical labor. The Negro 
homemaker in rural areas seldom, if 
ever, has any acquaintance with the 
labor-saving devices that can take the 
drudgery out of house work. Electri- 
fication of rural farms and homes and 
rural telephone service are at their 
lowest development among Negro fam- 
ilies. The poor educational facilities 
for rural Negroes were reflected in the 
shocking rejection rates for illiteracy 
and educational deficiency under the 
Selective Service system of the last 
war. Inadequacies in country roads 
and vehicles that might bring the 
rural Negro to urban centers have 
been mentioned. All these conditions 
of rural Negro life have their day-by- 
day effect on health status and on the 
availability of modern medical serv- 
ices. 

To provide professional health serv- 
ices to tackle the vast burden of sick- 
ness among rural Negroes, what re- 
sources are available? The over-all 
shortages of medical and related per- 
sonnel and facilities in rural areas are 





‘Richard Sterner, The Negro’s Share. New York: 
Harper and Bros. 1943. 


well recognized. Even if the rural 
Negro had equal access to all available 
physicians, dentists, hospitals, and 
other resources, therefore, his problem 
would not be met. But he does not 
have equal access even to these limited 
resources. His access to services is 
restricted by sheer lack of purchasing 
power, complicated by persistent dis- 
crimination based on color. 

While Negro patients theoretically 
have access to white physicians, a 
more significant reflection of the situa- 
tion is presented by a consideration 
of the supply of Negro physicians. 
The over-all ratio of Negro physicians 
to Negro population is presented in 
other papers in this volume, but the 
ratios in predominantly rural districts 
are poorest of all. In the states of the 
South, where the largest numbers of 
Negroes live, we find ratios like one 
Negro physician to 10,000 Negro peo- 
ple in Alabama and 1 to 20,000 in 
Mississippi. The magnitude of the 
discrepancy is realized when these 
ratios are placed against the national 
over-all ratio in the United States of 
about one physician to 750 people. In 
dentistry, the problem is even more 
acute, with one Negro dentist in the 
entire East South Central region serv- 
ing 18,000 Negroes and in the West 
South Central region, 1 to 14,000.5 

It is not surprising that the small 
numbers of Negro physicians and den- 
tists trained each year avoid setting 
up practice in the rural districts 
where most Negroes are located. The 
factors that induce urban concentra- 

4North Carolina Agricultural Experimental Sta- 
tion, Medical Care Services in North Carolina. 
(Reprint Prog. Rep. RS-4), Raleigh: F 1945. 

5‘U. S. Census Bureau data in Report of the 


Conference on Public Health Dentistry. Ann Arbor, 
Michigan, Jl 1944. 
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tion of white physicians operate even 
more forcibly among Negro physi- 
cians. Not only can Negro personnel 
make a much better living in the 
larger cities, but hospital facilities— 
limited as they are for Negro patients 
everywhere—are far more accessible. 
In rural districts, hospital staffs are 
almost completely closed to Negro 
practitioners. The rural Negro phy- 
sician is simply unable to practice 
modern medicine; when his patient 
needs hospitalization he is nearly al- 
ways compelled to release the case to 
a white practitioner. 

Hospital facilities for Negro pa- 
tients in rural areas are even more 
deficient than the supply of doctors. 
In some measure, white physicians 
render service to Negro patients, but 
in the vast rural stretches below the 
Mason-Dixon line there is no such 
racial interchange of hospital beds. By 
and large, special segregated beds are 
maintained for Negro patients and 
only these beds are accessible to them.” 
The Southern state with the best sup- 
ply of beds for Negroes is Florida 
which in 1940 had 1.5 beds per 1,000 
Negroes, compared with 3.2 beds per 
1,000 white residents.* In the state 
with the highest proportion of Ne- 
groes, Mississippi, there were 0.5 beds 
per 1,000 for Negroes, compared with 
2.3 beds per 1,000 for white persons. 
In the North, the pattern of Negro 
segregation in hospitals is less rigid, 
but not absent. The rural and small- 
town hospital in the North, under non- 
Mame imnaan® Tabeash af ie Melisa ak 


Assoc., 34:83-85, F 1942. 

7Commission on Hospital Care, Hospital Oare in 
the United States. New York: Commonwealth 
Fund, 1947. p, 164. 

®T, R. Ponton, “Hospital Service for Negroes.” 
Hospital Management, 51:14, Mr 1941. 


governmental auspices, frequently 
maintains a special ward for its Negro 
patients, usually representing second- 
best accommodations. Even when com- 
pletely equal access to rural hospital 
beds is offered, limitations of purchas- 
ing power and the lack of staff con- 
nections of the Negro doctor mean 
that the rural Negro in North and 
South alike gets far less hospital serv- 
ice than he needs. 


The pattern of rural hospital owner- 
ship in general creates special difficul- 
ties for the Negro. A much higher 
proportion of rural and small-town 
hospital beds are in proprietary insti- 
tutions, as distinguished from institu- 
tions controlled by government or 
non-profit associations. Such private- 
ly-owned units are most highly dis- 
eriminatory against Negroes. Thus 
in 1940, some 16 per cent of govern- 
mentally operated hospitals and 22 per 
cent of non-profit voluntary units ac- 
cepted no Negro patients, but 48 per 
cent of proprietary hospitals barred 
admission of Negro patients entirely.® 
The operation of special hospitals ex- 
clusively for Negroes may not be an 
ultimate solution giving truly equal 
quality of service for colored people, 
but even this expedient is of little 
help to the rural Negro. The vast 
majority of the 124 such hospitals in 
the nation in 1944 were located in the 
larger cities. 

Hospitals for mental disorder and 
tuberculosis tend to be predominantly 
under governmental control, especial- 
ly under state governments. One 
might suppose that such tax-sup- 

‘Derived from American Medical Association, 
Council on Medical Education and Hospitals, 


“Hospital Service in the United States.” Jour. of 
the Amer. Med. Assoc., 116:1066, Mr. 15, 1941. 
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ported hospitals would tend to offer 
equal services regardless of race. This 
is more or less true in the North where 
all persons are admitted to the same 
governmental institutions. In the 
South, however, including border 
states like West Virginia, separate in- 
stitutions are maintained for Negroes 
with tuberculosis and mental disorder. 
Almost invariably the adequacy of 
beds, relative to the volume of tuber- 
culosis and mental disorder among Ne- 
groes, is below that for white resi- 
dents, although even the latter are 
under-supplied with beds.° Since 
two-thirds of Southern Negroes are 
rural, this is a special liability for the 
rural Negro. 

It is obvious that with all these 
differentials in medical personnel and 
facilities, the Negro in rural areas 
must receive a far lower volume of 
medical services of all types than the 
white person. A health survey in rural 
counties of Georgia in 1935-36 demon- 
strates this strikingly.14 Considering 
only illnesses that disabled the indi- 
vidual for one week or more, it was 
found that 53.5 per cent of white 
cases were attended by a physician, 
compared with 39.4 per cent of Negro 
cases; if the actual volume of physi- 
cian’s services were available, the dif- 
ferential would doubtless be greater. 
For hospitalization, the percentage of 
white cases getting care was 5.8, com- 
pared with 1.0 per cent of Negro cases 
—a ratio of nearly 6 to 1. For private 
nursing service, the percentages were 
2.1 per cent for whites and 0.3 per 
cent for Negroes, a ration of 7 to 1. 


_ Gunnar Myrdal, An American Dilemma: The 
Negro Problem and Modern Democracy. New York: 
Harper & Bros., 1944, Vol. 1, p.345. 

™U. S. Public Health Service data in Mott and 
Roemer, op, cit., p. 305. 
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Only in the use of drugs—the poor 
man’s recourse in answer to sickness— 
was the experience similar for both 
races, with 46.9 per cent of white 
persons disabled for a week or more 
obtaining drugs, compared with 42.6 
per cent of Negroes. These findings, 
of course, reflect deficiencies in medi- 
cal care for the rural people of Geor- 
gia of any color. It is evident, how- 
ever, that the Negro’s lot is worst of 
all and, if consideration were given to 
less severe illnesses not causing a 
week’s disability, it is certain that the 
picture would be even more bleak. 


ORGANIZED HEALTH SERVICES FOR 
RuraLt NEGROES 


Throughout the United States, or- 
ganized health services have to some 
extent corrected for the deficiencies of 
private services. One type of organ- 
ized health service may even be rela- 
tively more abundant for rural Ne- 
groes than for white persons. This 
is in the field of preventive health 
services rendered by public health 
agencies. Many health departments, 
especially in the South, were estab- 
lished initially to cope with health 
problems, like typhoid fever or syph- 
ilis, which were found at their height 
among the Negro population. By con- 
centrating efforts where the need was 
greatest, health departments naturally 
have done a major share of their work 
among Negroes. Being public agen- 
cies, moreover, many clinic services 
have come to be regarded as intended 
for the poor, and in many counties an 
overt or subtle means test is actually 
applied. As a result, the personal 
health services offered by many South- 
ern health department programs are 
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provided overwhelmingly to Negro 
people. 

In large the 
heavy Negro attendance at 


measure, relatively 
publie 
health clinics in many rural areas is 
in simple response to the fact that 
problems in the sphere of publie 
health remain greater among them. 
Thus venereal disease and tuberculosis 
are more prevalent among rural Ne- 
groes than white persons, so that clin- 
ics designed to diagnose or treat these 
diseases are naturally more heavily 
attended by Negroes. Well-child con- 
ferences and prenatal clinics are heav- 
ily attended by Negroes simply be- 
cause private pediatric and obstetrical 
care is usually out of their reach finan- 
cially. With only 11 per cent of rural 
Negro births occurring in hospitals in 
1942 and 65 per cent of all rural Ne- 
gro births attended by midwives in 
the home,’ it is obvious that the ma- 
ternal and infant hygiene problem 
among rural Negroes is overwhelming. 
Public health agencies compensate in 
some degree for the lack of resources 
available to the rural Negro privately. 

That public health and related en- 
vironmental improvements have been 
of special value to the Negro is re- 
flected by the trend of death rates 
over the 25-year period 1915 - 1940. 
While the Negro death rate for all 
causes has been higher than the white 
throughout this period, there has been 
a marked decline for both races. When 
the trends are analyzed by age groups, 
however, it is found that the percent- 
age decline in Negro death-rates under 
age 15 years is greater than for white 

2Derived from U. S. Bureau of the Census, 
Vital Statistics of the United States, 1942. Pt. 2, 
“Natality and Mortality Data for the United States 


Tabulated by Place of Residence,’ Washington, 
1944, p. 142. 
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persons, while for 15 years of age and 
over the percentage decline is greater 
among white persons.'® The impact 
of environmental sanitation, communi- 
cable disease control, maternal and in- 
fant hygiene and most organized pub- 
lic health activities has been predomi- 
nantly on the young. Evidently, the 
Negro has made greater proportionate 
gains from these services than the 
white person. In the adult years, 
when medical care seems to be more 
decisive than public health, the Negro 
has not fared so well. 

Public welfare programs in rural 
areas providing medical care for in- 
digent persons are usually less gener- 
ous to the Negro than to the white 
person. It may be hard for some to 
believe, but throughout the South it 
is commonplace for public assistance 
agencies, especially in rural districts, 
to give lower grants to needy Negro 
families than to needy white families; 
a Negro family, moreover, must usu- 
ally be more economically depressed 
to be eligible for any public assistance 
than a white family in the same 
county.'4 This discrimination obvi- 
ously affects the volume of medical 
services available to indigent Negroes, 
since such services are part of the 
general welfare program. One public 
program for low-income rural persons 
which has been of special benefit to 
Negroes has been the Federal program 
of health services for migratory farm 
workers. During the war period, a 
majority of these agricultural workers 
were Negroes and, through direct Fed- 
eral operations, relatively comprehen- 
~ 38Derived from U. S. Bureau of the Census, 
Sixteenth Census of the United States, 1940, 
Population. Vol. 4, Comparative Statistics for the 


United States 1870-1940, Washington, 1945. , 
4Gunnar Myrdal, op. cit., Vol. 1, pp. 354-56. 
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sive medical services were made avail- 
able to tens of thousands of them at 
government expense.!® 

Voluntary agencies here and there 
have launched organized health pro- 
grams designed especially to help 
rural Negroes. The national Negro 
sorority, Alpha Kappa Alpha, has 
sponsored clinics for immunization, 
prenatal care, venereal disease diag- 
nosis and treatment, medical and den- 
tal examinations, and nutrition edu- 
cation among rural Negroes of the 
South.!® Tuskegee Institute has spon- 
sored health education activities for 
Negroes in Alabama.’7 The Julius 
Rosenwald Fund for some years spon- 
sored health projects in tuberculosis, 
venereal disease control, and maternal 
and child hygiene especially among 
rural Negroes.!® The work of other 
foundations, like the Commonwealth 
Fund and the Rockefeller Foundation, 
has brought direct benefits and pro- 
vided effective health demonstrations 
in rural sections for colored and white 
alike. The same applies to national 
voluntary health agencies devoted to 
attacks on specific diseases, like the 
National Tuberculosis Association, the 
American Cancer Society, or the Na- 
tional Foundation for Infantile Pa- 
ralysis. 

To meet the basic problem of finane- 
ing medical care, a great variety of 
voluntary health insurance plans has 
developed throughout the nation. For 
those rural Negroes who have been 





6F. D. Mott and Milton I. Roemer, ‘‘A Federal 
Program of Public Health and Medical Services 
for Migratory Farm Workers.” Pub. Health Re- 
ports, 60:229-49, Mr 2, 1945. 

Alpha Kappa Alpha Sorority, Health Project 
(Mound Bayou, Miss.), Annual Reports, 1938-41. 

“Thomas M. Campbell, The Movable School Goes 
to the Negro Farmer. Tuskegee: Tuskegee Institute 
Press, 1936. 

, 8Julius Rosenwald Fund, Review for the Two- 
Year Period, 1942-44. Chicago, 1944. 


able to join group prepayment plans, 
benefits have been available, as for 
white persons, in proportion to the 
conditions of the contract. Plans dif- 
fer as to scope of benefits, eligibilty, 
methods of providing service, and 
other features. Costs, however, tend 
to be rigid—not related to family in- 
come as in social insurance programs 
—with the result that low income 
families, needing the protection most, 
are least able to join the plans. Rural 
people in general are covered by vol- 
untary group insurance plans for 
medical or hospital service far less 
than urban people,!® and rural Ne- 
groes undoubtedly have the lowest 
enrollment of all. 

Another type of insurance is avail- 
able which does not assure the pro- 
vision of medical services, but which 
may help to defray all or part of their 
eosts. Some policies offer the indi- 
vidual a cash allowance in relation to 
loss of earnings during sickness; 
others provide a certain amount in 
relation to particular medical services, 
such as $50 for an appendectomy, $5 
for each day of hospitalization, and so 
on. Rarely are these payments enough 
to cover the entire surgical or hospital 
bill. 

These indemnification policies are 
sold mostly by commercial insurance 
companies either on a group or an in- 
dividual basis. Group policies tend to 
give protection at a lower premium 
cost and they are sold typically to the 
workers in large factories. In rural 
areas, both group and individual in- 
demnity policies are held by fewer 
people, but the commoner of the two 


Mott and Roemer, Rural Health and Medical 
Care, op. cit., pp. 437-50. 
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is the individual coverage type of 
policy. This latter type of policy is, 
without doubt, the most expensive 
form of insurance protection to buy, 
giving the poorest return to the policy- 
holder per premium dollar. When this 
type of insurance is paid through 
weekly premiums (often called ‘‘in- 
dustrial policies”’ 
monly to industrial workers), the 
average return to policy-holders 
throughout the United States has been 
found to be only about 40 cents per 
premium dollar.?° 

The significant fact for this dis- 
cussion is that this extravagant type 
of insurance protection appears to be 
the kind most commonly held by the 
rural Negro. A Virginia study in 
1943 showed that a higher proportion 
of rural Negroes held such policies 
than of rural white persons.* The 
rural Negro cannot be blamed for in- 
judicious investments; there is simply 
no other type of insurance protection 
that he can get to help meet the finan- 
cial burdens of serious illness, The 
very purchase of such insurance by 
low-income rural Negro families re- 
fleets their continual search for health 
security. 


because sold com- 


TOWARDS SOLUTIONS 


What, then, is the answer to the 
vast question of health services for the 
rural Negro? The basic answer must 
surely be the provision of improved 
health services for all rural people. 
It is folly to develop plans, on any 
~ *Ralph H. Blanchard, Survey of Accident and 
Health Insurance. Washington: Social Security 
Board, Bureau of Research and Statistics, Memo- 


randum No. 62, N 1945 and Ag 1946. 
=™2W. E. Garnett, Virginia Rural Health and 


Medical Care Study and Related Questions. Pre- 
liminary Report (Rural Sociology Mimeograph Rep. 
27.) Blacksburg: Virginia Agricultural Experiment 


Station, O 1943, 
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long-range basis, for rural Negroes 
separately from rural whites. If for 
no other reason than economy, such 
dual planning is simply too expensive. 
It is an extravagance that, with the 
general economic disadvantages of 
rural America, the nation can ill 
afford. 

Generally speaking, the broadening 
of public responsibility for rural 
health services would bring special 
benefits to the rural Negro. The ex- 
tension of classical public health serv- 
ices would mean most to the rural 
Negro because the toll of preventable 
sickness and death is highest in his 
family. This is especially true in 
major fields of public health action 
like tubereulosis, venereal disease, and 
maternal and child health. The ex- 
pansion of freely accessible hospital 
facilities in rural areas would mean 
most to the rural Negro, since present 
facilities for his care are least and his 
needs are greatest. The operation of 
functional regional hospital plans 
could assure the country dweller, 
colored and white, the quality of hos- 
pital and medical skills appropriate to 
his particular case, providing the 
services of specialized personnel and 
institutions in a distant city when 
necessary. 

It is widely recognized that more 
physicians and dentists are needed 
for rural medical practice, and no 
one’s need is greater than that of the 
Negro. Logically, it should not matter 
whether these professional personnel 
are white or colored, so long as the 
needs of all patients are met. Other 
social factors are involved, however, 
and the question of special programs 
for training increased numbers of Ne- 
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gro professional personnel is discussed 
in other papers of this volume.” 

Expanded hospitals and personnel 
to serve rural Negroes are essential, 
but they would constitute a building 
without a foundation if purchasing 
power for their services is not pro- 
vided. It is obvious to any student of 
agricultural economics that only a 
small percentage of rural Negroes 
have the private financial resources to 
secure the medical care they need. To 
assure adequate support requires the 
assistance of either taxation or insur- 
ance or both. The exact pattern that 
such programs of financing might 
follow involves major questions of 
public policy which are treated by 
other writers in this volume. Here it 
may simply be pointed out that pro- 
erams of social insurance in rural 
areas entail many special administra- 
tive problems, but paths to their solu- 
tion have been taken in the rural 
sections of many other nations.2> Any 
effective program should be such as to 
assure rural Negroes the freedom of 
choice of professional personnel and 
the proper personal relationships with 
them which are generally accepted as 
rights in this country. 

=W. Montague Cobb, Progress and Portents for 


the Negro in Medicine. New York: National Asso- 
ig for the Advancement of Colored People, 


Milton I. Roemer, “Rural Health Programs in 
Different Nations.” Milbank Memorial Fund Quar- 
terly, 26:58-89, Ja 1948. 
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Measures to improve the general 
scientific quality of health services in 
rural areas would help white and Ne- 
gro persons alike. Aside from the 
development of regional hospital 
plans, the promotion of group medical 
practice clinics would do much to 
bring the services of well-trained spe- 
cialists to rural people. Travelling 
consultants should be available from 
the urban medical centers to advise on 
the care of the remotest village- 
dweller, and country doctors should 
be enabled to keep up with medical 
science through systematic post-gradu- 
ate education. Negro physicians and 
dentists should, of course, have equal 
access to such consultants and edu- 
cational opportunities, as is seldom 
the case at present.”4 

All these basic measures for im- 
proving health services for the rural 
Negro require community action in 
the broadest sense. They require group 
planning and programs from the level 
of the rural village up through the 
county and state to the national gov- 
ernment. Only by bringing the full 
resourees of the nation to bear on the 
problems of rural health care, can we 
correct for the basic handicaps of the 
rural citizen, colored and white, in an 
industrialized society. 
~ Paul B. Cornely, “Opportunities for Postgrad-- 
uate Study for Negro Practicing Physicians in the 


South.” Journal of the Amer. Med. Assoc., 118: 
524-28, F 14, 1943. 





CHAPTER XIV 


HOSPITAL SERVICES AND FACILITIES AVAILABLE TO NEGROES 
IN THE UNITED STATES 


ALBERT W. DENT 
President, Dillard University 


The generally accepted standard of 
adequacy of general hospital service is 
4.5 to 5.5 beds per 1,000 population 
depending on the density of popula- 
tion of the state. The term general 
hospital as used here excludes hospi- 
tals for special services, such as tuber- 
culosis, mental and chronic diseases. 
These special hospitals require sepa- 
rate treatment. Adequacy would in- 
elude reasonable accessibility which 
makes geographical distribution of 
hospitals among the population an im- 
portant factor. 

As of January 1, 1949 the number 
of existing general hospital beds in 
the United States was only 2.8 per 1,- 
000 population.” 
populated state, with 4.7 beds per 
1,000 is the only state which meets 
the minimum of adequacy. North Da- 
kota and South Dakota, also sparsely 
populated, have 4.4 and 4.0 beds per 
1,000, respectively. In the more dense- 
ly populated areas of the country, 


Montana, a sparsely 


only the small state of Delaware with 
4.0 beds per 1,000 approaches ade- 
quacy. At the bottom of the list are 
the densely populated Southern states 
—Alabama, 1.8, Georgia 2.2, and Mis- 
sissippi 1.7 beds per 1,000 population. 
It is within this framework of general 
inadequacy that we here treat the 
problem of hospital services and facil- 
ities for Negroes—what they are now, 


Survey and 
October 22, 


Governing Hospital 
Federal Register, 


1Regulations 
Construction Act, 
19. 


47. 
_ 4Unpublished report, U. 8, Public Health Serv- 
ice. 
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as far as can be determined, and some 
suggestions as to how the situation 
might be improved. 

It is impracticable to attempt to de- 
termine exactly what hospital services 
are available to Negroes in the United 
States. 
segregated in hospitals by law, in cer- 
tain other areas segregation is so cus- 
tomary as to have almost the same ef- 
fect. In these areas present hospital 
facilities for the separate races can be 
determined; but Negroes live all over 
the United States. In areas where seg- 
regation is not practiced Negroes are 
sometimes denied the use of existing 
facilities. This situation, however, has 
improved considerably during the last 
ten years, for rarely does a publicly 
supported hospital outside the South 
now refuse to serve Negroes and most 
of the privately supported ones are 
breaking down long existing barriers 
to the admission of Negro patients. 

A combination of many factors, in- 
cluding (a) inadequacy of facilities, 
(b) denial of the use of existing facil- 
ities and (c) inability to pay for pri- 
vate services, has caused Negroes to 
use hospitals less than white people. 
For example, for the year 1946 the 
Office of Vital Statistics of the U. 5. 
Public Health Service reports that for 
the country as a whole 87.1 per cent 
of all white babies, but only 45.2 per 
cent of all Negro babies were born in 
hospitals. When we look at the pic- 
ture during the same vear in three 


In many states Negroes are 
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Southern states having large Negro 
populations the situation is appalling. 
In Alabama the births in hospitals 
were, white 65.0 per cent, Negro 19.9 


Col. 
34.70% 


34.19 
49.2 


Percentage 


White 
65.30% 
65.81 
50.8 


Population 


per cent, in Georgia, white 78.6 per 
cent, Negro, 23.0 per cent, and in 
Mississippi, white 69.3 per cent, and 
Negro 9.6 per cent. It is revealing 
also to note the percentages of Ne- 
groes that die in general hospitals as 
compared with whites. The Office of 
Vital Statistics reports that during 
1945 in the United States 37.3 per 
cent of white deaths.and 31.3 per cent 
of Negro deaths were in general hospi- 
tals. For the same three Southern 
states the percentage of Negroes dy- 
ing in hospitals was significantly low- 
er. In Alabama deaths in general hos- 
pitals were 28.4 per cent white, 18.8 
per cent Negro; in Georgia 33.4 per 
cent white, 19.2 per cent Negro; and 
in Mississippi 31.3 per cent white, 14.9 
per cent Negro. These are two indices 
of the effects of the converging upon 
the Negro of the complexity of fac- 
tors involved in the social, economic 
and political plight which denies him 
adequate hospital facilities. 


26.11% 
24.80 
37.12 


73.89 % 
75.20 
62.88 


Col. 

1601 
1983 
2232 


4530 
6016 


White 
3782 


Col. 
388 
161 
957 


TABLE I 
GENERAL HosPirAL Beps, By RAcE IN ALABAMA, GEORGIA, MISSISSIPPI, MAy, 1949 

Approved 

For Con- 

struction 
White 

939 

786 

997 


Col 
1213 
1822 
1275 


Existing 
Beds—1946 


White 
5230 
2785 


3591 


Table I portrays what is approxi- 
mately the typical situation in the 
Southern states with regard to the dis- 
tribution of general hospital beds 
among whites and Negroes. This in- 
formation was secured from the re- 
spective state health departments dur- 
ing May, 1949, through Dr. C. C. Ap- 
plewhite, Medical Director for Region 
VI of the U. S. Public Health Service, 
and his staff. The chart is designed to 
show trends during the last three 
years, the period of operation of the 
Hill-Burton Act which will be re- 
ferred to later. In each of the three 


946,658 
1,069,600 
1,039,104 


Population 
1,781,462 
2,058,400 
1,072,896 


Mississippi Rainier eats 














Alabama 
Georgia 
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states the percentages of beds allo- 
eated for Negro use is less than the 
percentage of Negroes in the popu- 
lation. 

In Table I only hospitals having 
ten or more beds are included. No 
attempt is made here toward deter- 
mining the quality of service which 
these hospitals render. The table is 
presented only to show quantity dis- 
tribution. However, much might be 
said about the differentials in quality 
of services rendered the two racial 
groups, for it is generally true that 
an inferior quality of hospital care is 
usually the result when Negro pa- 
tients are segregated. This is particu- 
larly true where separate hospitals are 
maintained exclusively for Negroes. 
There are, of course, a few notable 
exceptions to this generalization. 

During the last five years there have 
been two very significant approaches 
to improvement in hospital facilities 
in the United States. The first was 
the establishment in 1944 by the 
American Hospital Association of a 
Commission on Hospital Care. This 
Commission was composed of twenty- 
two citizens of outstanding national 
repute in their respective fields of en- 
deavor who had shown broad interest 
in health and welfare activities. In- 
cluded in the Commission were hos- 
pital trustees and administrators, phy- 
sicians, nurses, a dentist, a public 
health officer, a member of the clergy, 
and persons from the fields of educa- 
tion, industry, labor, agriculture, 
journalism, public welfare, sociology 
and economics. The Commission 
adopted a set of objectives which in 
broad outline were: (1) To obtain a 
census of present hospital and public 
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health center facilities, (2) to ap- 
praise their capacity for service, (3) 
to establish criteria relative to physi- 
eal facilities, organization and man- 
agement of hospitals, (4) to determine 
the overall need for additional facili- 
ties and service, (5) to formulate a 
coordinated national plan for hospital 
service and (6) to suggest methods by 
which the national plan could be real- 
ized. 

Because of the peculiarity of the 
problem, a separate chapter on Hos- 
pital Services for Negroes is included 
in the Commission’s Report. Among 
the recommendations in this chapter 
are the following: 

1. That adequate and competent 

hospital care should be available 
without restriction to all people 
regardless of race, creed, color, 
or economic status. 
That facilities for the care of 
Negro patients should be pro- 
vided in hosmtals that serve 
white patients rather than in 
separate hospitals. In those com- 
munities in which segregation is 
required by law, as good hospi- 
tal service should be maintained 
for Negro patients as is provided 
for white patients. 


bo 


The manner and degree of integra- 
tion of service to white and Negro 
patients will depend upon the law and 
upon the attitude of individual com- 
munities, but these recommendations 
are sound and every effort should be 
made in these directions. The writer 
does not wish to convey the impres- 
sion that there is no place for exist- 
ing or possible future ‘‘Negro hospi- 
tals,’’ but except where the law re- 
quires it, they too should not practice 

3Hospital Care in the United States. (Report of 


Commission on Hospital Care), The Commonwealth 
Fund, 1947. 
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racial discrimination in their admis- 
sion policies. 

The second, and the most signifi- 
cant, approach to the improvement of 
hospital facilities in the United States 
in recent years is the Hospital Survey 
and Construction (Hill-Burton) Act 
which became law on August 13, 1946. 
This Act launched a comprehensive 
program for Federal and state coop- 
eration in providing for hospital and 
related facilities for adequate hospi- 
tal care for the civilian population. 
As the title of the Act implies, there 
are two aspects to the program. The 
first aspect was Federal assistance in 
making a survey of existing institu- 
tions in each state and the develop- 
ment of a plan for providing the need- 
ed additional facilities. The second 
aspect of the program provides for 
Federal aid to states in constructing 
these needed facilities. The Federal 
grants-in-aid to the states is made in 
accordance with a formula which 
takes into consideration population 
and per capita income in a manner 
favorable to the poorer states. All 
state plans must be approved by the 
Surgeon General of the U. 8. Public 
Health Service. 

This Act made possible a much 
more complete state inventory than 
was practicable in the studies attempt- 
ed with very limited funds two years 
previously under the stimulation of 
the Commission on Hospital Care, and 
for the first time provided a compre- 
hensive plan of Federal aid in con- 
structing needed facilities, 

Since it is impracticable for every 
rural area and small community to 
have complete hospital service, the 
states are required under the Act to 


plan for general hospitals on an area 
basis, thereby, providing a coordi- 
nated state hospital system. The basic 
concept in such a system is that the 
various hospitals of the state would 
work together to better serve the pub- 
lic. Under this coordinated hospital 
system, each state would form one or 
more regional networks of hospitals. 
The center of the network would be 
the base hospital, a large research and 
training institution usually affiliated 
with a medical school. This hospital 
would have complete facilities for 
complex diagnosis and treatment. The 
base hospital would provide other hos- 
pitals in its area with such services 
relative to diagnosis, treatment, medi- 
eal research and training as could not 
be provided by the smaller hospitals 
individually. The highly trained spe- 
cialists in the base hospital would 
upon request go to the subsidiary hos- 
pitals for consultation or for teaching 
purposes. On the other hand, while 
most patients would be treated in the 
hospital of their immediate area, the 
more complex cases requiring services 
beyond the capacity of these hospitals 
or their staffs would be referred to 
the base hospital. The accompany- 
ing map of the Alabama State Plan 
shows graphically how this hospital 
system would work. 

In determining the additional facil- 
ities needed in each area, the state 
plan must establish a priority system 
which will determine which areas shall 
receive first consideration in the allo- 
cation of Federal funds for construc- 
tion. States are instructed to deter- 
mine (a) the extent to which services 
will be provided for persons in rural 
areas or areas with relatively small 


) 
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financial resources, and (b) the extent 
to which beds will be available to 
groups of the population which by 
reasons of race, creed or color are less 
adequately served than other groups 
of the population. Before a construc- 
tion application is approved, assur- 
ance must be obtained from the ap- 
plicant that the facilities are to be 
built in accordance with these require- 
ments. Facilities provided under this 
Federal Act will be considered as mak- 
ing equitable provision for separate 
population groups when the facilities 
to be built for the group less well pro- 
vided for heretofore are equal to the 
proportion of such group in the total 
population of the area. It is to be 
borne in mind, however, that the Fed- 
eral Government under the Hospital 
Survey and Construction Act has no 
authority beyond requiring that the 
plan provide for the care of Negroes 
as above outlined. The actual opera- 
tion is a state responsibility. Dr. C. 
C. Applewhite reports that in his re- 
gion, composed of Mississippi, Ala- 
bama, Tennessee, Georgia, Florida, 
South Carolina, Puerto Rico and the 
Virgin Islands, 218 hospital or pub- 
lie health center applications have 
been approved for construction under 
this Act as of April 1, 1949. Of this 
number only 4 are separate institu- 
tions serving a single racial group and 
each of these is for Negroes—one each 
in Montgomery, Mobile and Birming- 
ham, Alabama and one at Tallahassee, 
Florida. Also, there are two separate 
Negro tuberculosis units as additions 
to existing state institutions serving 
both races. 

The Federal Government has no 
control over the operation of these 
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hospitals so aided in their construc- 
tion by Federal funds. The Act leaves 
this to the states. In the Southern 
states it will be important to see how 
Negroes are served in these hospitals 
and health centers in relation to the 
service rendered to whites. In some 
states the development has been such 
that separate divisions or wings are 
designed allocating beds to the two 
within building. Other 
states are planning their buildings in 
such manner as to make their use flexi- 


races one 


ble as to race. There are arguments 
for both positions. The following 
statement comes from a letter writ- 
ten by an official in a Southern state: 
‘‘The information submitted herewith 
is flexible, due to arrangements we 
have with the local authorities in con- 
structing hospitals. We have not put 
too much emphasis on the number of 
beds for white and colored in new con- 
struction, but have assurance from the 
applicants that beds will be assigned 
to white and colored patients accord- 
ing to the demand for services.’’ What 
constitutes ‘‘demand for services’’ is 
an important consideration in the 
complexity of problems which Ne- 
groes face in the Southern states. 
Certainly in states where racial seg- 
regation in hospitals is not required 
by law, there must be insistence upon 
the complete removal of segregation 
and the discrimination usually inher- 
ent therein. In states where segrega- 
tion is required by law, it is obvious- 
ly better from the standpoint of effi- 
ciency and economy to hospitalize all 
patients in the same institution, pro- 
vided, of course, that the same service 
and the same consideration is given all 
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persons including a consideration of 
their ability to pay for services need- 
ed. A hospital is not just buildings 
and equipment. Qualified personnel is 
more important in medical care. It is, 
therefore, assumed that Negro profes- 
sional and allied personnel should also 
be used in these institutions, in those 
publicly supported now, and in those 
privately supported as rapidly as 
practicable. 

The Hospital Survey and Construc- 
tion Act in its present form is by no 
means a cure-all. The present annual 
Federal appropriation of 75 million 
dollars is not sufficient; moreover, 
when coupled with the fact that only 
one-third of the cost of any project 
ean be paid from Federal funds seri- 
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ous limitations are placed upon the 
rapidity with which we might rea- 
sonably expect the minimum stand- 
ards of adequacy to be met, particu- 
larly in the poorer states. 

In the outset there was eliminated 
from consideration in this article the 
problem of hospitals for special serv- 
ices such as tuberculosis, mental dis- 
eases, et cetera. In another category 
not treated here is that group of hos- 
pitals operated by the Federal Gov- 
ernment. At present there is acute 
need for facilities for the hospitaliza- 
tion of veterans, particularly Negroes. 
Among hospital authorities there is 
rapidly growing opinion in the direc- 
tion of providing this service where 
feasible in existing civilian hospitals. 











CHAPTER XV 


THE COST OF MEDICAL CARE AS A FACTOR IN THE 
AVAILABILITY OF HEALTH FACILITIES FOR NEGROES 


Ernst P, Boas, M.D. 
Chairman, Physicians Forum, New York City 


The modern industrial era has trans- 
formed medical care from a personal 
health and social service to a com- 
modity whose availability and distri- 
bution are governed largely by the 
values of the market place. This 
change has come about not by the 
choice of the medical profession, but 
from forces beyond their control. The 
solo general practitioner, settled in a 
stable community, who was the friend 
and counsellor as well as the healer 
of his patients has been replaced, at 
least among the urban population, by 
the better trained doctor who is con- 
sulted rather impersonally, and who 
often calls in as aides one or more spe- 
cialists who have no personal contact 
with the patient. Formerly the single 
family practitioner could and did ad- 
just his fees so that the cost of an ill- 
ness was not far beyond the means of 
the sick person, but today, with the 
best of intentions, this attempt is 
often beyond his power, because he is 
compelled to enlist in the care of the 
patient a host of forces—specialists, 
laboratories, hospitals, over whose fees 
he has little control. 

The very advances of medicine 
which have brought diagnosis and 
treatment to such a high level have 
tremendously increased the cost of 
medical care. The cost of medical edu- 
cation which represents the capital in- 
vestment that the physician must 
make in himself has become very high, 
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and is magnified by the growing de- 
mand for 3 to 5 years of further train- 
ing after graduation from medical 
school; the development of specialized 
instruments and techniques both in 
diagnosis and treatment makes neces- 
sary the cooperation of several physi- 
cians in the treatment of one case; 
the increasing use of laboratory meth- 
ods and of x-rays in diagnosis and 
treatment; and the growing rate of 
hospitalization of sick persons have 
all been pyramided greatly to increase 
the cost of the medical care of many 
illnesses. 

As a result of these many factors, 
the availability of medical care to the 
individual is governed not by his med- 
ical need, but by his ability to pay for 
it. Actually the medical need of those 
least able to pay is much greater than 
that of those who are in a position to 
purchase whatever medical care they 
need. The National Health Survey of 
1935-1936 revealed this in a striking 
manner. There was 47 per cent more 
acute illness, and 87 per cent more 
chronic illness among the relief popu- 
lation than among those with a family 
income over $3,000. In Cleveland in 
1928 the infant mortality in the poor- 
er districts was 10 per 100 live births, 
while in the better economic areas it 
was 5 per 100.1 


1The Need for a National Health Program. Re- 
port of the Technical Committee on Medical Care, 
Interdepartmental Committee to Coordinate Health 
and Welfare Activities, Washington, D. OC. 1938, 


p. 22 
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Table I? graphically illustrates this 
law of our civilization that as family 
income declines the incidence of ill- 
ness rises. 

Studies of actual expenditures for 
medical care of families of different 
income groups show that in spite of 
the increased amount of illness among 
families in the lower income groups, 
their actual disbursements for medical 
care are much below those of families 
who are better off. In 1935-1936 three- 
fourths of the nation’s families had 
incomes under $1,800, and these paid 
one-half of the nation’s total bill for 
medical care. The other half was paid 
by the remaining one quarter of fam- 
ilies whose incomes were above this 
level.2 Families with incomes below 
$500 spent on the average $22 annual- 
ly for medical care, in contrast to $467 
spent by families with incomes over 
$10,000. Comparing medical expendi- 
tures with income in the income 
groups between these two extremes 
one finds a close parallel between in- 

*Bernhard J. Stern, American Medical Practice 
in the Perspectives of a Century. New York: 


The Commonwealth Fund, 1945, p. 112. 
SIbid., p. 104. 
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come and disbursements for medical 
eare. The studies of the Committee 
on the Costs of Medical Care showed 
that families with incomes less than 
$1,200 a year received 1.9 visits per 
person per year from physicians at 
home, office or clinic, in contrast to 4.7 
such calls per person for members of 
families with incomes over $10,000. 
The higher income group paid 5 times 
aS many visits to dentists as did those 
in the low income bracket. The Na- 
tional Health Survey discovered that 
30 per cent of the families on relief 
and just above the relief level received 
no physician’s care during disabling 
illnesses. A general conclusion drawn 
from this survey was that ‘‘a large 
proportion of the urban population 
had incomes that left no margin or 
only a small margin for meeting the 
costs of medical care; that the illness 
rates were highest in the ¢roups least 
able to meet such costs; that, in gen- 
eral, persons at the lowest economic 
levels received the least medical care; 
that such persons residing in smaller 
cities were at a particular disadvan- 
tage compared with those in larger 


TABLE I 


x 
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RATIO OF ANNUAL PER ( 
INCOME GROUPS TO THAT IN THE HIGHEST 


APITA VOLUME OF DISABILITY IN THE UNITED StTatTEes FoR Low 


IncoME GROUPS, ACCORDING TO SPECIFIED 


DIAGNOSIS CLASSIFICATIONS, 1935-1936 














Under $1,000 $5,000 
Relief $1,000 to $1,500 and 
Diagnosis Groups Per Year Per Year Over 
Non-relief groups 
Tuberculosis __.. . wnsene OTe 250 100 
Orthopedic impairments NS 283 175 100 
Rheumatism iovclligaaac ... 369 213 138 100 
Digestive diseases .... 340 180 114 100 
Nervous diseases So fo ee 204 135 100 
Degenerative diseases —....................... 268 156 109 100 
DE 166 121 100 
Disabilities not elsewhere grouped... 261 160 127 100 
Accidents Ht FA RS Mae . B31 173 129 100 
Respiratory diseases — = 189 121 91 100 
Infectious diseases — . 124 93 93 100 
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cities, especially with respect to hos- 
pitalization.’”* 

The expenditures for medical care 
of individuals are a function of their 
capacity to pay. The same rule ap- 
plies to the political and geographical 
subdivisions of the United States. If 
we arrange the states in the order of 
their per capita income, and plot 
against this the number of available 
hospital beds, the days of hospital 
care, the number of persons per phy- 
sician and dentist, the percentage of 
births in hospitals we find that the 
medical facilities available in each 
state quite uniformly parallel the per 
capita income. Table II with a few 
states selected as illustrations shows 
this relationship very clearly for the 
year 1946.5 

It has been claimed that voluntary 
hospital and sickness insurance would 
tend to wipe out these inequalities and 
enable most families to buy needed 
medical care. The figures of the 1948 


4Rollo H. Britten, ‘‘The National Health Survey, 
Receipt of Medical Services in Different Urban 
Population and Groups.’ Public Health Reports, 

§5:2224, 1940. 
5Oscar R. Ewing, The Nation’s Health, A ten 
ident) 


enrollment in the Blue Cross Plans 
belie this statement. If again we ar- 
range the states in the order of their 
per capita income and determine the 
percentage of the population enrolled 
in the Blue Cross in each state we find 
that such enrollment depends on the 
capacity to pay and that in those 
states with low per capita incomes hos- 
pital insurance is not purchased be- 
cause it is beyond the means of many 
persons.® In the case of hospital in- 
surance the parallel is not quite so 
close because many other factors enter 
into the sale of such insurance, par- 
ticularly the degree of industrializa- 
tion of the community. 

The same principles apply to medi- 
cal care insurance. The present plans 
that supply hospitalization and for 
payment of physician’s services for 
hospitalized surgical and obstetrical 
cases cost from $48 to $72 a year per 
family, Very few of the 40,000,000 
persons whose family (1946) were 
below $2,000 can afford to pay such a 
sum for partial medical care. Many 


of the 28,000,000 persons in families 





Year Program. (A Report To The Pr % 
Washington: Federal Security Agency, 1948, p. 65. 


*Oscar R. Ewing, loc cit., p, 86, 


TABLE II 
AVAILABILITY OF MEDICAL FACILITIES PER CAPITA INCOME IN CERTAIN STATES 
FOR THE YEAR 1946 











General 
Average Hospital Days of 
Per Beds Per Hospital No. of No. of Per Cent of 
Capita 1000 Care Per Persons Per Persons Per Births in 
State Income Population Capita Physician Dentist Hospitals 
Nevada __...._. $1703 4.8 1.27 660 2004 96.1 
New York... ss: 1633 4.8 1.42 496 1314 96.9 
Rhode Island... 1347 4.0 1.15 742 1892 95.2 
Washington _. 1346 3.9 1.11 790 1376 98.2 
1158 2.8 0.79 830 1890 87.3 
Missouri 1143 3.5 1,02 714 1651 78.2 
Lo 954 2.5 0.64 930 3179 72.3 
Vitgmia. 952 2.9 0.79 927 3173 65.3 
Arkansas 697 1.8 0.46 1066 5077 53.6 
Mississippi ___ 555 1.9 0.44 1459 5212 38.6 
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TABLE III 


PERCENTAGE OF THE POPULATION IN CERTAIN 
Srares ENROLLED IN THE BLUE CROSS 
PLANS AND THEIR PER CAPITA 

















INCOME 
Percentage of Average 
Population in Per Capita 
State Blue Cross Income 
Nevada 7.6 1703 
New York 33.0 1633 
Rhode Island 67.4 1347 
Washington 3.9 1346 
Indiana 7.6 1158 
Missouri 26.3 1143 
Texas 3.9 954 
Virginia 11.2 952 
Arkansas -.... 0.0 697 
Mississippi : 0.0 555 





with annual incomes from $2,000 to 
$3,000 a year likewise cannot afford 
this expense. Comprehensive medical 
insurance would cost from $130 to 
$200 per family a year. Only families 
with incomes over $3,000 could possi- 
bly afford such medical expenditures, 
and these represent only 50 per cent 
of the population of this country. 

This brief review confirms the basic 
fact, which is not yet as widely known 
as it should be, that the medical needs 
of families with low incomes are great- 
er than of those in the higher income 
categories; that in spite of this the 
medical care that they receive is scan- 
tier and poorer than that of those with 
greater incomes. Indeed one can ex- 
press the relationship in terms of an 
economic law that the availability of 
medical care, as measured by the pa- 
tient’s capacity to purchase it, is in 
inverse ratio to his medical need. It 
is therefore inevitable that the Ne- 
gro who by and large represents the 
lowest economic group in the United 
States has access to the least and the 
poorest medical services. 


The many factors other than eco- 
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nomic that magnify this problem have 
been discussed in other sections of 
this symposium ; the greater mortality 
and morbidity among Negroes, the 
factor of racial discrimination, the in- 
adequate numbers of Negro physi- 
cians and other health personnel, the 
low educational status and the rural 
residence of many Negroes. 

The median income of Negro farm 
laborer families in the South was $254 
in 1939; and of these families 40 per 
cent earned less than $200.7 In North- 
ern cities the incomes of Negro fami- 
lies are about one-half those of white 
families and in Southern cities the 
ratio approaches one-third. Thus the 
median incomes of Negro families in 
1935-1936 in New York City were 
$980 in contrast to $1,930 for whites. 
Parallel figures in Chicago were $726 
and $1,687, Atlanta $632 and $1,876, 
Columbia, S. C. $576 and $1,876. Mo- 
bile, Ala. $481 and $1,419.° The fig- 
ures for absolute income have changed 
during the current period of inflation 
with increase in wages, but the rela- 
tive purchasing power of these fami- 
lies has certainly not improved. 

The expenditures for medical care in 
different sections of the country are 
detailed in Table IV.® In the Southern 
urban communities the Negro families 
spent a bit more on the average than 
did white families in the same income 
group, and in Northern cities the dif- 
ference in expenditures between the 
two races was slight. Only in South- 
ern farm communities did Negro fam- 
ilies in each income group spend less 


"Frederick D. Mott and Milton I. Roemer, Rural 
Health and Medical Care. 
Hill Book Co., p. 27. 

8Gunnar Myrdal, An American Dilemma. New 
York: Harper and Bros,, 1944, p. 365. 

Stern, loc. cit., p. 107 


New York: McGraw- 
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TABLE IV 
AVERAGE EXPENDITURES FOR MEDICAL CARE OF WHITE AND NEGRO FAMILIES IN SOUTHERN 
RuRAL AND URBAN COMMUNITIES AND IN NoRTH CENTRAL CiTiES oF 100,000 
POPULATION AND OVER, BY INCOME LEVEL, 1935-1936 








Southern Rural 


Income Level Communities 


Southern Urban North Central 
Communities Cities 





White Negro 


tuger so00: $20 $12 
02 a ara 34 22 
$7:000-61;500 _______... 51 41 
$1,500-$2,000 _._ 72 54 


$2,000-$3,000 
$3,000-$4,000 


White Negro White Negro 


$ 17 $ 16 $ 39 $16 
32 40 38 29 
55 62 48 38 
83 91 73 65 
114 109 104 74 
152 184 137 90 





on the average than did the white 
families. These findings confirm Mott 
and Roemer’s conclusion’ that custom 
and culture, and incidence of illness 
are of much less significance in deter- 
mining expenditures for medical care 
than is the income level of the family. 

Whereas fully 95 per cent of white 
babies born in the United States are 
delivered by a physician, only 45 per 
cent of Negro babies are brought into 
the world by a physician. This differ- 
ential in treatment extends all the 
way up and down the line. The Na- 
tional Health Survey revealed that 
Negroes when ill were less often at- 
tended by a physician, and that they 
received fewer physician’s visits for 
each illness. The low hospitalization 
rate for Negroes is due primarily to 
the lack of hospitals in areas of dense 
Negro population. While rigid dis- 
criminatory practices are responsible 
for part of this, lack of funds for hos- 
pital construction and maintenance, 
and inability of the individual to pay 
the costs of hospitalization are pri- 
marily at fault. 

The Negro, because by and large he 
receives the lowest wages of any social 
group in this country except possibly 


Mott and Roemer, loc. cit., p. 324. 


the Mexican in the Southwest, is least 
able to meet the cost of good medical 
care, and therefore experiences the 
greatest lack of medical facilities. This 
contributes in large measure to the 
high morbidity and mortality rates. 
Yet his plight is but an exaggerated 
and dramatized example of the gen- 
eral rule, that ability of the individual 
and of the community to meet the 
costs of medical care govern the avail- 
ability of medical services. 

This inadequacy is corrected only in 
small part by governmental medical 
services. The mentally ill and the tu- 
berculous, today are cared for in large 
measure by governmental institutions. 
But here again the cost of such serv- 
ices brings it about that the states and 
counties with the lowest per capita 
income have the least and poorest 
facilities for caring for such patients. 
Even when government assumes re- 
sponsibility, the cost of medical care 
and the relative wealth of the local 
community determine the availability 
of medical services. Municipal and 
state general hospitals are found only 
in the larger wealthy cities, but in 
most parts of the country such gov- 
ernmental supplementation of the 
costs of medical care do not exist. This 
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is true particularly for the Negro in 
the South. 

Our standards for the setting up 
and distribution of medical services 
have been estabiished on the basis of 
incorrect and unsocial, if not immoral 
premises. The availability of medical 
services has been governed in large 
measure by the economic law of sup- 
ply and demand. Doctors, dentists, 
nurses and hospitals have followed the 
dollar, and have established them- 
selves in regions, and among classes 
of people who could afford to pay 
them. This is no reflection on the pro- 
fessions, for with the present arrange- 
ments for paying for medical care it 
is the only way in which they them- 
selves can survive. 

The amount and availability of 
medical services and facilities should 
be governed by medical need, not by 
the capacity of the individual or the 
local community to pay for them. The 
same principal should apply to pre- 
ventive services and to medical educa- 
tion. The number and size of medical 
schools and the money spent on medi- 
cal education should depend on the 
number of physicians that are needed 
by the country, not on chance or on 
philanthropy. Medical research, too, 
should not be at the merey of vicari- 
ous gifts by individuals, foundations, 
or large corporations, but should be 
fostered by governmental subvention 
according to plan. 

Medicine in its present maturity 
has such tremendous potentials for 
benefit to individuals and to the whole 
country that the traditions of the 
market place must at long last give 
way to traditions based on the prin- 
ciple that medical care and facilities 
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should be available to all according to 
their medical need. 


The great barrier to the equitable 
spread of medical care to all persons 
in this country is the insufficient pur- 
chasing power of close to half of our 
people. Among the Negro population 
a much higher proportion of individ- 
uals are unable to buy complete medi- 
eal care. Voluntary health insurance 
plans offer no basic remedy for this 
situation. Most of the present plans 
are medically inadequate and overly 
expensive for the services that they 
give. For the most part they are cash 
indemnity, not service plans. The pre- 
miums are not adjusted to the income 
of the insured person. It is not aston- 
ishing, therefore, that they cover only 
a fraction of the population, and that 
the coverage is poorest where the need 
is greatest. Because of these basic de- 
fects, voluntary insurance plans will 
be unable in the future to provide for 
at least half of the population. 

Both experience and the inexorable 
logic inherent in the situation compel 
the conclusion that adequate medical 
care for all can be attained only by 
means of national compulsory prepay- 
ment insurance. Only so can medical 
care be provided according to the med- 
ical needs of the individual and the 
community, rather than in proportion 
to their unaided ability to pay for it. 
The social security principle of prem- 
iums paid by payroll deductions, and 
segregation of these moneys in an in- 
surance fund is preferable to reliance 
on tax funds. Social security pay- 
ments, once a certain percentage pay- 
ment on wages is voted by Congress, 
are not so dependent on the changing 
climate of opinion in Congress as 
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would be tax funds, so that sufficient 
moneys would be available year in and 
year out for the payment of medical 
services. Since payments by the work- 
er represent a percentage of earnings 
they would be apportioned to the indi- 
vidual’s capacity to pay. Part of the 
premium would be paid by the em- 
ployer, and general tax funds would 
be a source of supplementary funds. 
By means of the payroll deduction 
each worker would make his own pay- 
ment toward the cost of his own medi- 
eal care, which would come to him as a 
right, not as a charity. 

Compulsory health insurance is a 
prepayment plan that provides com- 
plete medical services; it is a service, 
not an indemnity plan. Thorough 
medical care becomes possible because 
the plan makes available all needed 
preventive, diagnostic, and curative 
services by a family physician of the 
patient’s choice, services of special- 
ists when required, hospital care, lab- 
oratory and x-ray services, unusually 
expensive medicines and special appli- 
ances, Dental, home nursing, and aux- 
iliary services could be added to the 
extent that funds, personnel and actu- 
arial experience allow. The patient 
will be encouraged to seek medical 
help at the first sign of illness, as well 
as for preventive services. The phy- 
sician will find his relationship with 
his patients unimpeded by economic 
barriers. Preventive and curative 
medicine will for the first time come 
into its own on a large scale. 

The mere removal of the financial 
handicap will lead to better and more 
thorough medicine for many who to- 
day are unable to pay for good medi- 
cal care. Compulsory health insur- 


ance if combined with group practice 
opens up far greater possibilities. If 
organized groups of physicians con- 
tract with the insurance fund for the 
complete medical care of an appropri- 
ate number of patients, the average 
quality of medical care throughout 
the country will be greatly improved. 


Hand in hand with the expansion 
of medical services must go an exten- 
sion of the public health services, of 
hospital and health center facilities, 
and public support of medical educa- 
tion and research. All of these fune- 
tions must undergo a parallel growth. 
The unequal distribution of physi- 
cians and other professional person- 
nel, as well as of hospital and labora- 
tories will slowly be corrected. By 
making money available to pay for 
medical care, compulsory health insur- 
ance will attract physicians to regions 
where at present they cannot make a 
living ; it will enable communities that 
have been unable to support hospitals 
to maintain institutions suited to their 
needs. 

Special safeguards must and can be 
set up to insure that the Negro shares 
equally with his white fellow citizens 
all of the benefits of this greater and 
improved medical care. This is one of 
the important reasons why such a plan 
should be set up by the Federal rather 
than the State government. Only na- 
tional compulsory health insurance 
ean abolish the financial handicaps 
which prevent so large a proportion of 
the Negro and the white population 
from receiving adequate modern med- 
ical care. Only so can we extend the 
incomparable benefits of modern medi- 
cine to all our citizens, and become a 
healthier and stronger country. 
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SPECIAL PROBLEMS IN THE PROVISION OF MEDICAL SERVICES 
FOR NEGROES 


W. MontaauE Coss, M. D. 
Professor and Head, Department of Anatomy, Howard University 


THE PRESENT SCENE 


On the present scene we are wit- 
nessing a gradual awakening as to the 
nature and significance of health prob- 
lems in our national life, and to espe- 
cial consciousness of the situation of 
the Negro in respect to them. Super- 
imposed upon the well documented 
difficulties of shortages, poverty and 
ignorance, is a maze of conflicting in- 
terests and confused thought on the 
part of both the majority and minor- 
ity populations. This in itself con- 
stitutes a special set of problems in 
the development of adequate medical 
services for all. Neither group as a 
whole has yet a clear prospective upon 
the facts and their import, and both 
harbor surprising delusions both as to 
the situation and the possibilities of 
specific types of remedy. 

Recent especially directed efforts on 
many fronts, described elsewhere,!? 
have been definitely effective in arous- 
ing public interest and the national 
conscience. The types of response 
range from the position of this writer, 
nationwide organizations like the 
N.A.A.C.P. and others, that equal jus- 
tice in medical care cannot be achieved 
under a segregative system and that 
it is just as well to realize this now 
as later and set our sights accordingly, 


1W. M. Cobb, Medical Care and the Plight of 
the Negro. New York: N.A.A.C.P., 20 W. 40th 
Street, N. Y., 1947, pp. 38. 

1 scticbiiaasinanianpsaiiin , Progress and Portents for the 
Negro in Medicine. New York: N.A.A.C.P., 20 W, 
40th Street, N. Y., 1948, pp. 53. 


to that of a leading white surgeon in 
the capital of a Southern state who 
told the Negro president of a Negro 
college in his state, ‘‘You know Dr. 

, L’ve been thinking a lot 
about your health problem lately, and 
I really think n s ought to 
have something.’’ 

Despite this wide range in view- 
points, thought is churning on these 
issues where it has never churned be- 
fore. Recent events have indicated 
so positive a trend in progressive 
directions that it would seem neces- 
sary only to keep active attention 
concentrated on the problem to assure 
the development of lasting solutions 
wholly in keeping with the American 
Constitution and professed way of 
life. 

If the kinds of problems discussed 
in this article seem in any sense dis- 
couraging, it is to be remembered that 
within the past year, a Southern medi- 
eal school has admitted a Negro stu- 
dent, a Southern county medical 
society has voted to admit Negro phy- 
sicians, a Southern state medical asso- 
ciation has altered its constitution so 
as to permit the admission of Negro 
doctors to local societies, and the 
American Nurses Association has 
amended its constitution so as to per- 
mit qualified Negro nurses to join, 
who are barred from their local asso- 
ciations solely because of race. 
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PHILOSOPHIC DIVERGENCE 


Almost everywhere the idea of aban- 
donment of segregative policy in the 
working out of remedial measures en- 
counters strong resistance. This may 
come from Negroes as well as whites. 

The white sources, of great power 
and influence, whose avowed purpose 
is to thwart at any cost any change in 
the status quo, are only too well 
known. Then there are thousands of 
outstanding white citizens of goodwill 
who sincerely believe, according to 
their lights, that the present is not the 
time for radical changes—a step, 
maybe several in the right direction, 
perhaps, but things will work them- 
selves out gradually if folk don’t try 
to rush them too much. These apostles 
of gradualism would bequeath to pos- 
terity the problems they are unwilling 
to face frankly, much less solve. Final- 
ly, there is a smaller number of white 
Americans of unquestionable prestige, 
integrity and loyalty, who freely 
acknowledge that segregation is wrong 
and that efforts to equalize health 
provisions among other things, within 
its framework are doomed to futility. 
This heresy tends to render them sus- 
pect of everything from mental inade- 
quacy to allegiance to foreign political 
ideology. 

The complacency of Negroes toward 
the established order is as puzzling as 
it is widespread. Despite the signal 
achievements of militant organizations 
like the N.A.A.C.P., of community 
progress through groups like the Na- 
tional Urban League, and the constant 
protest-needling of the Negro press, 
there is an astonishing amount of 
inertia among Negroes themselves at 


all levels, even in highly literate areas 
where everyone would be expected to 
know better. 

Among Negro leaders of declared 
opinion, may be discerned a variety 
of positions which overlap in part 
those of the majority groups, although 
of different motivation. The National 
Medical Committee of the N.A.A.C.P. 
has given clearest enunciation of the 
necessity of total abolition of segrega- 
tion and discrimination in health mat- 
ters. Other leadership openly or 
tacitly holds that less important than 
the principle of approach is the matter 
of getting what you can, when you 
can and as you can, There are even 
some who hold that segregative ar- 
rangements preserve the peace, that 
progress is being made under them 
and that the proponents of funda- 
mental change only ‘‘set things back.”’ 


FactuaL IGNORANCE 


Surprising as it may seem, an 
astounding segment of the presumably 
well-informed public is actually igno- 
rant of the deficits in existing pro- 
visions for health care, as well as in 
the future outlook. One meets re- 
spected and influential citizens ‘‘ who 
just didn’t realize how things are.’’ 
They would know of the Howard and 
Meharry medical schools of course, 
and had thought that these were train- 
ing enough health personnel for the 
needs. It is a shock to these good 
people to learn that even an expanded 
Howard or Meharry could not begin 
to meet the needs, nor could expansion 
of the total Negro medical diaspora 
contain the problem. 
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EXPLOITATION OF SEGREGATION 

Segregation is naturally not op- 
posed by those who exploit it, even 
though lip service may be given to 
plans for its elimination. Both white 
and Negro physicians may be found 
who profit from segregative arrange- 
ments. he longer they have been 
established in their practices the less 
adjustable they become and the more 
they feel their security menaced by 
movements for change. To many 
white physicians, particularly ambi- 
tious younger men, the Negro patient 
represents clinical experience. Such 
physicians have no love for the Negro, 
but they want to control the clinical 
material he represents so they try to 
keep control of the Negro wards, even 
of the most abominable character, in 
segregated hospitals, and also of vol- 
untary or semi-private Negro hospi- 
tals. They thus get opportunity for 
all the surgery, with contract fees in 
many places, and are able to practice 
at a level at which they could not 
compete with a strictly white practice. 
These men do not welcome the advent 
of well-trained Negro physicians and 
use the stone wall of local custom as 
a ‘‘stall’’ to deny them hosptial staff 
privileges. 

On the other hand, Negro physi- 
cians may be found who are as a result 
of finding themselves barred from hos- 
pital and other opportunities for care 
of their patients and for professional 
improvement, establish second-, third- 
and fourth-rate private institutions in 
which service must be cut to the bone 
to realize a profit. None would defend 
these institutions as adequately com- 
pensatory, but it is claimed that they 
are better than nothing. The prospect 
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of opened doors and new public facili- 
ties represents a threat to the inflated 
livelihood of this group. Consequently 


they subversively change. 
Realistically, they see themselves at a 


disadvantage in improved set-ups, be- 


oppose 


cause the responsible authorities in 
various places generally think only in 
terms of younger newly-trained men 
for new openings. 


ATAVISTIC VIEWS 


Obsolescent points of view survive 
in unexpected places. It is universally 
recognized today that disease is color- 
blind and that the way to eliminate a 
disease is to treat its victims and 
strike at its causes wherever they 
exist. Yet we may find trained public 
health officials whose utterances and 
official acts indicate a concept of dis- 
ease as a racial problem, 

The Health Officer of the District 
of Columbia, for example, has over a 
period of years represented tubercu- 
losis as a Negro problem in Washing- 
ton and recently went so far as to 
suggest that Negroes who proposed to 
come to the Nation’s Capital to live 
should be screened for visible means 
of support and housing. 


LocaL REPELLENTS 


The home missionary attitude has 
been strongly inculeated into the Ne- 
gro physician in training. He has 
been urged, as a duty, to go South 
where he is so sorely needed. But 
there are indications that the South 
will need to become more civilized be- 
fore it can hope to attract its neces- 
sary health personnel. 

Recently in a deep Southern state 
a young urologist, the only specialist 
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in that field in the entire South, who 
had gone to practice there with the 
objective of rendering service where 
most needed, was driving on a state 
road with his wife and two children.. 
State policemen overtook him and 
accused him erroneously of a minor 
violation of law. His protests were of 
no avail. He was yanked from his 
ear, his wife’s pocketbook searched 
ostensibly for a concealed weapon, 
really to see how much money she 
had. The doctor was considerably 
‘‘roughed up’’ not actually beaten, 
fined the approximate sum he and his 
wife had on their persons and sent off 
in an insulting manner. There were 
local community protests without ef- 
fect. This specialist is now practicing 
in a Northern state and a potential 
successor will think twice before estab- 
lishing in the same parts. 


INDIRECT PRESSURES 


There will often be no Negro repre- 
sentation on public boards of health 
of various categories, and certainly 
none on non-Negro voluntary hospital 
boards. Even where there is Negro 
representation on public boards at- 
tempts are frequently made to secure 
persons who are not of the militant 
type and will cause no ‘‘trouble.’’ 
This decreases or nullifies the effec- 
tiveness of the representation. 

On the boards of Negro hospitals 
there are generally a few white mem- 
bers. Even here, however, the Negroes 
may fail to act with an expected pro- 
gressiveness and independence because 
of indirect controls which the white 
community can exercise over individ- 
ual influential members. 
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LEGAL COMPULSION VY. PRIVATE 
VOLITION 


There is often a paradoxical situa- 
tion in which communities readily do 
under legal or political pressure what 
they seem totally unable to bring 
themselves to do of their own volition. 
Thus cities can be indicated in which 
Negroes, after gaining political power, 
secured appointment of physicians to 
municipal hospital staffs and where 
after nearly two decades experience 
with Negro physicians in such posi- 
tions only the most wholesome rela- 
tionships have developed. Yet in the 
same places none of the boards con- 
trolling the voluntary hospitals of the 
locality has taken similar steps in the 
institutions under their control, de- 
spite the strongest representations. 

Here and there very constructive 
beginnings have been made in bi-racial 
collaboration on problems which must 
be dealt with through local boards. 
The most significant large scale effort 
in this direction was the Community 
Relations Project of the National 
Urban League which through surveys 
during 1945-47 of thirteen major 
cities, contacted and interested local 
community boards to an extent never 
reached before. 

Another example of the results of 
such effort is the report of a bi-racial 
conference on health problems spon- 
sored by the American Friends Serv- 
ice Committee in March, 1949. 

It was the general concensus that such 
efforts should be directed along two 
separate lines—viz., primarily, that 
‘majority group members’ should bring 
these problems to their hospital boards, 
school boards, ete., for the purpose of 


stimulating direct remedial action so 
that equal opportunities may exist for 
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all persons, and secondly, an all-out 
campaign to educate the general public.3 


IMPASSES 


Attempts to effect improvements 
through new measures, public or vol- 
untary, often are greatly delayed or 
come to a standstill over the manner 
in which a law or will or organiza- 
tional action is to be implemented. 

In one case a will bequeathed a 
huge sum for construction of a hospi- 
tal to be open to all. The white exe- 
eutors being unwilling to do this have 
used various methods to try to induce 
the local Negroes to accept an addi- 
tion to their own separate hospital as 
being ‘‘best for them.’’ Legal diffi- 
culties and the reluctance of Negroes 
to accept a forced compromise have 
forced, matters to drag on several 
years. Meanwhile nobody has the 
hospital. 

Attempts to get saber-toothed anti- 
discrimination measures written into 
Federal law have been unsuccessful. 
Thus, the Hospital Survey and Con- 
struction Act, Public Law 725 of the 
79th Congress, only provides for equal 
facilities in 
separate facilities as local custom. 
Consequently, the problems of dupli- 
eate facilities have delayed hospital 
construction plans in some places. 


such localities as have 


FINANCIAL BURDENS 


Negro hospitals generally have 
great financial difficulties. Too often 
before advantage can be taken of new 
public or private funds which may be 
available, an old debt must be cleared 
up. This requires a community cam- 
paign of depressing effect, because of 


8Philadelphia Fellowship Commission, Report to 
the Community. May, 1949, p. 3. 
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the realization that the effort must go 
not for something new but to liquidate 
an accumulated obligation. 


INTEGRATION MISONEISM 


Simple fear of the new affects both 
Negroes and whites who address the 
problem of expanded opportunities 
for health care on an unsegregated 
basis. This is particularly detrimental 
to the cause of the Negro. 

Too many cases have occurred in 
whieh after much effort new openings 
for places in medical schools, for in- 
terneships or for hospital staff posi- 
tions have been created, but the poten- 
tial candidates for them did not 
present themselves to follow through 
to the great embarrassment of all who 
had labored for the openings. This 
failure of the Negro to realize that 
these transitional times call for pio- 
neer spirits, and the failure to pro- 
duce them in quantity, is a serious 
indictment which should not be taken 
lightly by educators and community 
leaders all over the country. 


ORGANIZATIONAL REPRESENTATION 


Negroes have never had positions or 
representation of strategic importance 
in the great organizations which de- 
termine health policies and practices 
in this country. This includes the 
American Medical Association, the 
Association of American Medical Col- 
leges, the United States Public Health 
Service and the Veterans Administra- 
tion. Some major private health or- 
ganizations have lately added Negroes 
to their directorates. In this group 
are the National Tuberculosis Associa- 
tion, the National Society for Crip- 
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pled Children and the American 
Cancer Society. 

Negro organizations have not com- 
pensated for the lack of significant or 
key position in the major national 
bodies, nor can they. There is evi- 
dence, however, that groups like the 
National Medical Association and the 
National Dental Association are see- 
ing their responsibilities as a profes- 
sional force more clearly and that 
they may so act as to exert more in- 
fluence in the future than in the past. 


CONFUSION ON CONTROVERSIAL IssuES 


Negro health personnel and the pub- 
lie naturally seek to determine how 
much the Negro would benefit from 
legislative proposals to improve the 
availability of health facilities and 
medical care. In respect to the omni- 
bus health bill now before the Con- 
gress which has been specifically de- 
signed to carry health care to the 
places and people who need it most, 
it has been surprising to see schisms 
arising among Negro professionals. 
The dissenters contend that in the 
South the Negro will not get any more 
under the proposed bill than he does 
now. Though such a viewpoint is 
seemingly unbelievable, it reveals si- 
multaneously the depth of distrust of 
the South on the part of some Negro 
doctors, a certain gullibility to propa- 
ganda hostile to national health insur- 
ance and fear of threat to income. In 
this dilemma numerous Negro doctors 
are timorous about asserting inde- 
pendence of the American Medical 
Association, despite that body’s his- 
toric indifference to their welfare. 


CoNCLUSION 


The enumeration above is not com- 
prehensive but merely suggestive of 
the number and complexity of the 
special problems addressed in the mat- 
ter of improving provisions for the 
health care of Negroes. The considera- 
tions mentioned, however, should be 
enough to point-up the fact that 
health is not a racial matter. We shall 
be on the road to better health for all 
when our 79 medical, 41 dental, 65 
pharmaceutical and 1313 nursing 
schools, as a collective national re- 
source for the training of health per- 
sonnel, are open to all qualified citi- 
zenry, when all citizens have equal 
opportunity to prepare for such train- 
ing, and when the means to receive 
and pay for adequate medical care 
are available to all. 

A broad educational program to 
convey to all citizens the essential 
facts about the maintenance of health 
in our social order is indicated to 
clarify the maze of misconceptions, 
misapprehensions, misoneisms and 
mistrust which is likely to becloud the 
minds of any average group of citizens 
today which sits down around a table 
to plan improvements in health con- 
ditions in neglected areas. What the 
country needs is a thorough intro- 
duction to the basic facts of anthro- 
pology. Corrective legislation is a 
vital essential, but we must work 
increasingly hard at sitting down 
around a table to work out solutions 
to our problems with honesty, sin- 
cerity and just purpose. 
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MeEpIcaL EDUCATION AND THE 
SHORTAGE OF Puysicians! 


A shortage of both Negro and white 
physicians is accepted as a fact by the 
organized medical profession, medical 
educators and government officials. 
Such disagreement as may exist is in 
the extent of the shortage and the 
steps which may be considered most 
desirable for relieving the shortage. 
It is also generally agreed that the 
shortage is more acute in the number 
of Negro physicians. Again there are 
differences in opinions as to why the 
shortage is more acute as to Negro 
physicians and how relief may best be 
effected. There is rather widespread 
agreement that racial discrimination 
against Negroes in medical education 
and in professional considerations is a 
factor of much importance. 

Examination of the facts relative 
to the number of Negro physicians 
and the number of Negro medical stu- 
dents may be significant. In thirteen 
definitely Southern states the Negro 
population is 9,752,326; there are in 
those states nineteen approved four- 
year medical schools and two ap- 
proved two-year basic science schools. 


Medical Schools of the United States in 1949 








Private State Municipal Total 
Four Year Medi- 
cal College .... 43 25 3 71 
Two Year Basic 
Medical Science 





Schools .......... 1 6 0 7 
44 31 3 78 
Annual admissions to medical schools in 
United States approximately ............... 6,500 
Annual graduates from Medical schools in 
United States approximately ..............0+.++ 5,600 


One of the ‘private’ schools is partially 
supported by the Federal Government. 
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(Table IL). Of these twenty-one 
schools nineteen, to date, have an ex- 
clusion policy toward Negroes. 

The University of Arkansas School 
of Medicine admitted one Negro in 
1948, the first in the school’s history. 
Meharry Medical College in Nashville, 
Tennessee, organized in 1876 by pri- 
vate philanthropy for the education of 
Negro youth, is the only other medical 
school in these thirteen Southern 
states where a Negro may enroll. Of 
these twenty-one medical schools in 
thirteen states with nearly ten million 
Negroes, twelve are state or municipal 
schools and nine are private schools. 
In twenty of the twenty-one medical 
schools in these thirteen Southern 
states (Meharry Medical College ex- 
eluded) there were 5,299 students en- 
rolled and of that number there was 
only one Negro, that one being one of 
274 students enrolled at the Univer- 
sity of Arkansas School of Medicine. 
If the 234 students enrolled at Me- 
harry Medical College are added, the 
total enrollment of medical students 
in these thirteen Southern states for 
the year 1947-48 is 5,533 of which 
number 235 are Negroes. In that same 
year the four-year approved medical 
schools in these thirteen Southern 
states, exclusive of Meharry Medical 
College, graduated 1,180 students as 
Doctors of Medicine, but there was not 
a Negro among the number. From 
those thirteen states with a Negro 
population of nearly ten million Me- 
harry produced the only Negro Doc- 
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tors of Medicine. Meharry graduated 
@ Heat SS Ca] Es fifty-eight in 1947-48. Therefore, of 
1,238 students graduated from the 
medical schools of the South only 58 
were Negroes, (Table II). Approxi- 
mately 4.5 per cent of the graduates 
in medicine in that area were Negroes, 
although about 25 per cent of the total 
population is Negro. All things else 
being equal and no racial discrimina- 
tion existing, we might have expected 
317 of the 1,268 doctors to be Negroes 
instead of only 58. 


Negro 
Medical 
1947-48 1947-48 


Total 
Medical 
Graduates Graduates 


1948 


d 


Physician* 
1942 


Negro Persons 
Per Negro 


In the border area of Maryland, 
Delaware, West Virginia and the Dis- 
trict of Columbia, Howard University 
is the only medical school which ad- 
mits Negroes. This border area has 
1 be barf Os be te : a Negro population of 768,629 or 
aie 14.6 per cent of the total popula- 

tion. (Table I). Table II shows six 
medical schools in this area and 267 
Negro medical students enrolled in 
1947-48 as compared to a total enroll- 
ment of 1,632. All the Negro medical 
students of this area were enrolled at 
Howard University College of Medi- 
cine. The other five schools do not ad- 
mit Negroes. 

The fact that the Howard Univer- 
sity College of Medicine, with a pre- 
dominantly Negro enrollment, is in 
this area makes the ratio of Negro 
medical students to total medical stu- 
dents in the area come more nearly 
paralleling the ratio of Negro popula- 
tion to the total population. 

Since its beginning in 1869 the Col- 
lege of Medicine of Howard Univer- 
sity has enrolled both white and Ne- 
ero students. It is the only one of the 
three medical schools of the Nation’s 
Capital which admits Negroes. 


Total Persons 
Per Physician” 
1942—3,810 
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2,326 
42,688 
193,758 
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768,629 
113,485 
1,366,690 
1,208,741 
372,187 
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1940—175,163 


1948—193,432 
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1940—131,669,275 
1948—146,114,000 


East North Central 
West North Central - 
Mountain 


Pacific 


South 
Border Area and District of Columbia_. 


New England - 


Examination of Table I shows that 
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PoPuULATION-PHYSICIAN RATIOS AND MEDICAL GRADUATES IN THIRTEEN SOUTHERN STAT#s, 
THE BorDER SOUTHERN AREA, THE NEw ENGLAND States, MippLe ATLANTIC STATES, East 
NortH CENTRAL STATES, AND THE WEST NorRTH CENTRAL MOUNTAIN AND Paciric Stares 


TABLE II 













































































Number Negro 
Number of Persons Persons Per Total Negro 
Per Physician Physician Medical Medical 
in State in State Graduates Graduates 
State 1940* 1948? 1942 1948° 1947-48° 1947-48" 
South 1,060 1,146 5,832 6,203 1,238 58 
eae RNR 1,018 1,262 3,614 4,453 114 0 
North Carolina — 1,383 1,556 5,772 5,739 114 0 
South Carolina —— 1,505 1,706 12,152 12,561 53 0 
RN 1,222 1,158 7,134 7,384 114 0 
i ee SSE 925 1,035° 6,049 4,403 0 0 
ee ee es 1,115 1,224 1,964 2,323 144 0 
ee 1,245 1,078 2,068 2,352 211 58* 
(eS ee 1,523 1,036 7,866 8,519 0 0 
DO 1,635 1,525 18,527 18,132 0 0 
NINE oscespansseciar eine 1,161 1,104 8,320 10,830 55 0 
CS OO eee eee 1,006 743 8,666 10,052 177 0 
GMINOMA. 2. 993 984 2,378 1,701 62 0 
Texas 1,025 1,046 5,569 7,828 194 0 
NN ai aes. ecaiet, 5 1s eae ae eps 1,238 58 
Border States and the 
District of Columbia 628 691 1,494 1,808 374 64 
"ae 803 876 3,986 3,341 0 0 
i 619 719 2,581 3,496 155 0 
West Virginia. —_____. 1,099 1,035 2,265 1,827 0 0 
District of Columbia. 382 370 743 1,029 219 64 
SS eee on a ee es aos 374 64 
New England —___ — 619 658 1,845 1,668 333 2 
eer eae 951 878 0 0 0 0 
New Hampshire —.. 876 751 0 548** 0 0 
an es 778 831 0 0 40 0 
Massachusetts — ~~~. 608 598x 1,787 1,496 238 1 
Whods Inland —..___. 770 680 1,837 1,870 0 0 
Connecticut. ......... 688 685 1,832 1,910 55 1 
(Se eS Yes Sy Oa 333 2 
Middle Atlantie 592 520 1,997 2,564 1,363 4 
POW TO 3 511 496 2,123 2,723 742 3 
bow Josey ——..__.... 704 366 1,555 2,386 0 0 
Pennsylvania. — 765 697 2,137 2,487 621 1 
IR cs en he See, ee nA 1,363 4 
East North Central. 749 867 1,516 1,709 1,137 7 
| eas 770 907 1,865 2,222 225 1 
a 883 946x 1,742 1,852 84 1 
OS SE OS ee 683 Tilx 1,246 1,615 408 1 
I a 855 1,032 1,590 1,339 192 + 
Wisconsin _.. SAAD DOES 922 943 1,105 1,203 228 0 
Total eee ee ee = ee et 1,187 7 
West North Central __. 812 850 1,150 1,265 619 0 
Minnesota —___.. Ls, Be See 819 730 3,309 3,920 140 0 
es 867 967 1,284 1,838 57 0 
SS 758 718 1,002 1,111 210 0 
North Dakota —— 1,256 1,236 0 0 0 0 
South Dakota -....... 1,276 1,396 0 0 0 0 
_ eee 834 876 L771 934 132 0 
IN scenes 871 1,093 1,760 2,024 80 0 
[1 gee ES egggn eee <5. 7% eS lee 619 0 
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TABLE II (Continued) 





























ESS anne 834 734 2,022 3,283 88 0 
, OS ree 786 0 0 0 0 
a cs 1,271 706 0 0 0 0 
Wrong —_.__.___... L105 1,233 0 0 0 0 
‘ares = 684 619 1,218 2,136 52 0 
ae. Mosie0: 1,043 1,300xx 1,555 5,139 0 0 
] eee 890 664 2,999 3,320 0 0 
Utah 995 658 0 0 36 0 
ee = 766 728 0 0 0 0 

1) | a a i eS ae ae 88 0 
I spa 625 624 1,814 1,374 335 2 
Washington ~~... -_ 830 1,032 1,485 3,316 0 0 
(| ee 781 1,016 2,565 3,252 65 0 
Garena) es = 630 538 1,828 1,319 270 2 

RRO oo a sca tte anc keen sn sy vdeo 335 2 





1United States Bureau of Labor Statistics Bulletin No. 863. 

2Calculated from Census Bureau’s 1948 Estimates of Population and Number of Physicians in 
State as reported by State Health Officer or State Board of Medical Examiners. Where 1948 Estimate 
of Physicians was not available (Florida) the American Medical Association figure for 1940 was used. 

3%Cornely, Paul B., M.D.—Journal of the American Medical Association, V. 124:826 (1944). 

‘Graduates from Meharry Medical College at Nashville. 

5Based upon estimated Negro Population for 1948 and number of Negro Physicians in 1948 as 
ascertained from State Health Officers, State Board of Medical Examiners, National Medical Association 
or County Negro Medical Association. The estimate of 1948 Negro population obtained by using 1940 
percentage of total and securing percentage of 1948 estimate of total population to secure Negro 


eid 








Population for 1948. 


SJournal of the American Medical Association, 137:27-28, S 1948. 
‘Communication from Michael J. Bent, M.D., Dean, Meharry Medical College, Nashville, Tenn. 
*Report of total physicians in 1948 for Delaware and Maryland not available. 1940 report of 


total physicians used instead. 


**New Hampshire in 1948 had a total Negro population of 548 and one Negro physician. 


x1940 record of physicians . 
xx1940 Census of Physicians. 


there were 5,487 medical graduates in 
1947-48, of this number 137 were Ne- 
groes. All things else being equal and 
there being no racial discrimination, 
one might have expected on the basis 
of the percentage of Negroes in the 
total population that there would have 
been 521 Negro medical graduates in 
1947-48, instead of 137. It will also 
be noted from Table I, that 122 of the 
187 Negro medical graduates were 
from the South and the border area 
(all from Howard and Meharry) leav- 
ing only 15 Negro medical graduates 
from the remainder of the United 
States. Stating the same observation 
in a way not shown by the table, How- 
ard and Meharry medical schools to- 
gether graduated 122 Negroes as Doc- 
tors of Medicine, while the other 69 
four-year medical schools graduated 


only 15. Those other 69 schools 
might have been expected to have 
graduated 399 Negroes in 1947-48. 
There are evidences of some slight im- 
provement in the prospects of Negroes 
being able to study medicine at schools 
other than Howard and Meharry. In 
1947-48 there were 27 medical schools 
exclusive of Howard and Meharry 
with one or more Negroes enrolled, in 
1948-49 the number increased to 36. 
The University of Michigan has for a 
number of years evidenced a more lib- 
eral policy than any of the medical 
schools exclusive of Howard and Me- 
harry Medical Colleges. For some 
time the University of Michigan has 
had ten or more Negroes in the medi- 
eal school, more than any single school 
except Howard and Meharry. Michi- 
gan, Boston University and Woman’s 
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Medical College have slightly better 
than 2 per cent Negro students in 
their respective enrollments. The Col- 
lege of Medical Evangelists and 
Wayne University are next with 1.8 
per cent and 1.7 per cent respectively. 
In 1948-49 there were 119 Negro stu- 
dents enrolled in medical schools oth- 
er than in Howard and Meharry as 
compared with 93 in 1947-48. The in- 
crease is slight but an increase never- 
theless and an indication of a more 
democratic trend. This change will 
have an influence upon increasing the 
number of Negro physicians. Table 
III shows 38 four-year medical schools 
including Howard and Meharry, 
which have one or more Negroes en- 
rolled. These have a total enrollment 
of 12,825 of which 614, or 4.7 per 
cent, are Negroes. There vet remains 
32 four-year medical schools with not 
a single Negro enrolled among their 
9,420 students. Many of these thirty- 
two schools maintain an admitted pol- 
icy of exclusion. The others claim that 
they do not discriminate against Ne- 
groes but that they have no qualified 
Negro applicants. These thirty-two 
schools could make a valuable contri- 
bution to the making of medical edu- 
cation in the United States a truly 
democratic administrative and eduea- 
tional procedure. 

Table II shows the ratio of Negro 
persons to Negro physicians in the 
states and sections of the country. In 
adopting this method of depicting a 
shortage of Negro physicians the writ- 
er entertains no concept that the Ne- 
gro physician should serve only Negro 
patients nor that Negro patients 
should not be served by white physi- 
cians. To the contrary, it is conceived 


that physicians should serve patients 
without regard to race or creed and 
that patients should be served by 
physicians without regard to the phy- 
sician’s race or creed. In using the 
ratio of Negro population to the popu- 
lation as a whole and the ratio of Ne- 
gro physicians to the total number of 
physicians the concept is that the Ne- 
gro should have in the medical serv- 
ice a sufficient number of physicians 
to enable him to carry his full share 
of the responsibility for caring for the 
sick and safeguarding the nation’s 
health. As long as there are distin- 
guishable minorities singled out as 
such, they should all be afforded op- 
portunities to efficiently carry their 
proportionate share of the responsibil- 
ity for the community well-being and 
development in all fields of service. 
While there is one physician for 
every 755 person in the United States, 
as a whole, the distribution in various 
sections of the country results in quite 
a different picture for given sections. 
Whatever the picture in any section, 
however, it will be seen from the 
tables that the picture for the supply 
and distribution of Negro physicians 
is not as good. For example, Missis- 
sippi and South Carolina have the 
worse picture as far as the supply of 
physicians is concerned. Mississippi 
had in 1948 one physician for each 
1,525 persons and South Carolina 1,- 
706 for each physician. In these states 
with large Negro populations there 
are 18,132 Negroes for each Negro 
physician in Mississippi and 12,561 
Negroes for each Negro physician in 
South Carolina. For the United States 
as a whole, there are 3,681 Negroes 
for each Negro physician. The West 
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TABLE III 
DISTRIBUTION OF PHYSICIANS, ENROLLMENT OF MEDICAL STUDENTS 








Negro Medical 
Students En- 


































































































































































































































rolled in Medi- No. 
cal Schools Medical 
Total Physicians Negro Physicians of Area Schools 
1940 1948 1942 1948 1947-48 1948-49 
South (13 states) .........cceceee 34,916 34,814 1,588 1,572 234 233 21 
Virginia 2,889 2,400 183 168 0 0 2 
North Carolina ......... 2,740 2,387 170 178 0 0 1» 
South Carolina 1,402 1,167 67 68 0 0 1 
Georgia ........00000 2,825 2,700 152 147 0 0 2 
Florida 2,276 2,2762 85 145 0 0 0 
Kentucky 2,761 2,302 109 91 0 0 1 
Tennessee 2,908 2,922 246 233 2342 2322 3 
Alabama 2,075 2,749 125 116 0 0 1 
Mississippi 1,391 58 57 0 0 1» 
Arkansas 1,744 58 44 0 14 1 
Louisiana 3,467 98 92 0 0 2 
Oklahoma 2,400 71 100 0 0 1 
EE ccssare 6,909 166 133 0 0 3 
Total 34,814 1,588. 1,572. 284 233 21 D 
} 
Border Area to South a 
(3 States and D.C.) ssecsssses 7,404 7,607 430 425 267 _—264 6 * 
BEI, cascnonnsenacucqesovasscoesavace 339 B39* 9 12 0 0 0 : 
Maryland 2,988 2,988 117 102 0 0 2 
West Virginia .. 1,834 1,850 52 65 0 0 1 } 
Dist. of Columbia = 2,243 2,430 252 246 2677 264 3 j 
UNI Sevassnsédapaisvastsanccacccenne 7,404 7,607 430 425 267 264 6 ; 
New England .......... See 13,619 14,130 55 68 il 17 3 
MINIT Gancecoaccomisnshsvascaoeatoesssesdsce 922 1,025 0 0 0 0 0 j 
New Hampshire 656 729 0 1 0 0 1> a 
Vermont  ....csecese 523 450 0 0 0 0 1 ” 
Massachusetts 7,889 7,889 31 41 8 14 3 be, 
Rhode Island 961 1,100 6 6 0 0 0 P 
Connecticut - _ 2,598 2,937 18 20 8 3 1 = 
MUMER siuvssscgecduasahecentdedseueane 13,619 14,130 55 68 11 17 6 - 
Middle Atlantic. ccc 46,519 57,241 635 533 33 46:15 be 
BNW LOGE sccsvesesesonsecscccsesesosses 27,177 29,000 269 222 23 30 9 q 
New Jersey 5,813 12,921 146 109 0 0 0 p 
Pennsylvania 13,529 15,320 220 202 10 16 6 é 
:” a 46,519 57,241 635 533 33 46 15 “ 
: coi a 
East North Central ....... eualeaian 35,523 34,428 705 707 35 36 12 a 
MME ccd winietes 9,318 8,600 182 172 6 5 3 4 
Indiana 4,132 4,132 70 76 4 5 1 bs 
Illinois ..... 12,188 12,188* 311 263 8 11 4 a 
Michigan 6,362 6,000 131 185 17 14 2 ew 
Wisconsin 3,523 3,508 11 11 0 1 2 ) 
Total 35,523 34,428 705 707 35 36 12 
West North Central ............ 16,639 16,423 805 294 2 6 10 
MPMIOUIRIIIS wcinpaacsasennacastcceaprocobias 3,527 4,029 3 3 0 0 1 
ES 3,084 2,710 13 10 1 1 1 
Missouri ........... edbaskerianede 5,297 5,500 244 231 0 0 2¢ 
North Dakota 518 453 0 0 0 0 1» 
South Dakota 508 446 0 0 0 0 1> 
Nebraska aunmeed 1,635 1,485 8 15 1 2 2 
SRR Ee 2,070 1,800 37 35 0 8 1 
PRIMED cscs coitsesieh nuaeiiactiadaskevan 16,639 1 6,423 305 294 2 6 10 
Mountain 4,973 6,147 18 13 0 1 3 
Montana ... a 537 650 0 0 0 0 0 
Idaho B  saatsd Gan sonecuohsbunenthodssaeehiahe 423 750 0 0 0 0 0 
Wyoming 274 223 0 0 0 0 0 
Colorado seees 1,964 1,880 10 6 0 1 1 
New Mexico 439 439* 3 1 0 0 0 
Arizona csues 594 1,000 5 6 0 0 0 
Utah .. 575 1,010 0 0 0 0 1 
Nevada _.. 167 195 ny) 0 0 0 0 
UIE Fane cracaiisndackcsds cosndanag 4,973 6,147 18 13 0 1 2 
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TABLE III—(Continued) 

PBCHAC _ scccoceccccscsccoresesssovecarsoese 15,570 22,642 74 141 12 10 5 
Washington  ......ccrerceessecesserees 2,200 2,408 5 3 0 0 0 
Oregon ........ 1,461 1,600 1 1 1 2 1 
California .... 11,909 18,634 68 137 11 8 4 

Total 15,570 22,642 74 141 12 10 5 
United States  ...r.cccccccccccccserere 175,163 193,432 3,810 3,753 594 613 77 

(*) 1940 American Medical Association Report. 1948 not available; (7) Howard University; 


(t) Meharry College; (*) University of Arkansas; (>) Two year Basic Science Schools. (¢*) One of 


these is a two year Basic Science School. 


TABLE IV 


ToraAL PoPpuULATION, TOTAL PHYSICIAN-RATIOS AND NEGRO POPULATION NEGRO PHYSICTAN- 
Ratios FOR THIRTEEN SOUTHERN STATES 























Number 
Persons 

Per Negro 

Total 1948 Physician 1948 1948 Population 

1948 Total For Total Negro Negro Per Negro 

Population Physicians Population Population Physicians Physician 
South __..__..._ 39,924,000 34,814 1,146 9,752,326 1,572 6,203 
Vergmis ....... os 3,029,000 2,400 1,262 748,163 168 4,453 
North Carolina. 3,715,000 2,387 1,556 1,021,625 178 5,739 
South Carolina_ 1,991,000 1,167 1,706 854,139 68 12,561 
Georgia ._...._. 3,128,000 2,700 1,158 1,085,416 147 7,384 
a = 2,356,000 2,276" 1,035 638,476 145 4,403 
Kentucky -_-. 2,819,000 2,302 1,224 211,425 91 2,323 
Tennessee -—-_. 3,149,000 2,922 1,077 547,926 233 2,352 
Aisthoma 2,848,000 2,749 1,036 988,256 116 8,519 
Mississippi —.—. 2,121,000 1,391 1,524 1,043,532 57 18,132 
Arkansas -__. — 1,925,000 1,744 1,103 477,400 44 10,850 
Louisiana —.... 2,576,000 3,467 743 924,784 92 10,052 
Oklahoma  ~._.... 2,362,000 2,400 984 170,064 100 1,701 
. | 7,230,000 6,909 1,046 1,041,120 133 7,828 
Total ___ 39,924,000 34,814 (1,146) 9,752,326 1,572 (6,203) 





1Number of Physicians reported by Americal Medical Association for 1940. 


available. 


North Central section and the Pacific 
section present the best picture in the 
tables. In the West North Central 
section, there are 1,265 Negroes for 
each Negro physician and 1,374 Ne- 
groes for each Negro physician in the 
Pacific section. 

Comparing the figures for 1948 with 
those for 1942, the number of Negro 
persons per physician is greater in 
1948 instead of less except in the Pa- 
cific area. The improvement in the 
Pacific area is due to the large in- 
crease in the number of Negro physi- 
cians in California. The number in- 
creased from 68 to 137 (Table III). 
In most instances, the Negro popula- 


1948 figure not 


tion has increased but the number of 
Negro physicians has not increased 
proportionately, if at all. With only 
137 Negro medical graduates in 1947- 
48 and approximately the same in 
1948-49 it is apparent that there must 
be a decided increase if the ratio of 
Negro physicians to Negro population 
is to show a reasonable approximation 
to the rate of physicians to population 
in any section of the country. 

There are nine states with a Negro 
population totaling 7,622, ranging 
from 175 in North Dakota to 1,800 in 
Maine, in which there is not a Negro 
physician. Two of these states are in 
the New England section, two in the 
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TABLE V 
Pgs CENT or NEGROES IN TOTAL ENROLLMENT OF MEDICAL SCHOOLS AND FOR STATES 
ABOvE ZERO PER CENT 





Negro Per 
Total Students cent Negro 
Enrollment Enrolled Enrollment 



















































































1947-48 1947-48 1948-49 1948-49* 
Arkansas 274 0 1 0.3 
University of Arkansas Schoel of Medi- 
cine 274 0 1 0.3 
California 1,095 11 8 0.7 
Univ. of California Medical School _____. 283 2 2 0.7 
College of Medical Evangelists__._..____ 319 9 6 1.8 
Colorado 233 0 1 0.4 
Univ. of Colorado School of Medicine_,,- 233 0 1 0.4 
Connecticut 222 3 3 1.3 
Yale University School of Medicine____ 222 3 3 1.3 
District of Columbia 958 264 263 27.4 
Howard University 274 264 263 95.9 
Illinois 1,663 8 11 0.6 
Northwestern Univ. Medical School_____ 520 1 tT 0.2 
Stritch Schl. of Med., Loyola Univ._.___.. 277 1 1 0.3 
Univ. of Chicago Schl. of Medicine____. 232 0 1 0.4 
Univ. of Illinois Coll. of Medicine_____ 634 6 8 1.2 
Indiana 396 + 5 1.2 
Indiana Univ. School of Medicine 396 4 5 1.2 
Iowa _- 
State Univ. of Iowa Coll. of Medicine 278 1 3 1.0 
Kansas 308 0 3 0.9 
Univ. of Kansas School of Medicine..__ 308 0 3 0.9 
Massachusetts 1,133 8 14 1.2 
Boston Univ. School of Medicine ______. 235 3 5 2.1 
Harvard Medical School 504 3 6 1.1 
Tufts College Medical School 394 2 3 0.7 
Michigan 702 17 14 2.0 
Univ. of Michigan Medical School_..___. “ 476 10 10 2.1 
Wayne Univ. College of Medicine_.___. 226 7 4 BY 
Nebraska 537 1 2 0.3 
Creighton Univ. School of Medicine. 244 1 2 0.8 
New York 2,996 23 30 1.0 
Albany Medical College 182 0 1 0.5 
Long Island College of Medicine_____ sate 404 2 4 1.0 
University of Buffalo Schl. of Med... 273 2 3 ie 
Columbia University College of Phy- 
sicians and Surgeons 432 5 4 0.9 
Cornell University Medical College. o 315 3 4 1,2 
New York Medical College_____ _— 446 2 5 1.1 
New York Univ. College of Medicine___ 487 6 6 1.2 
Univ. of Rochester Schl. of Medicine. 267 3 2 0.7 
Syracuse Univ. College of Medicine... “d 190 0 1 0.5 
Ohio 950 6 5 0.5 
Western Reserve Univ. Schl. of Medicine 312 0 1 0.3 
Ohio State Univ. College of Medicine. 317 6 4 1.2 
Oregon 
Univ. of Oregon Medical School____. 270 1 2 0.7 
Pennsylvania 2,425 10 16 0.6 
Jefferson Medical College..._»__ 621 0 1 0.1 
Temple Univ. School of Medicine. ” 459 3 5 1.0 
Univ, of Pennsylvania Schl. of Med.__ 479 1 2 0.4 
Univ. of Pittsburgh Schl. of Med. 303 3 4 1.3 
Woman’s Medical Coll. of Penn... 158 3 4 2.5 
Tennessee ___.. 949 231 232 24.4 
Meharry Medical College —.....__> = 231 231 232 100.0 
Wisconsin = 628 0 1 0.2 
Marquette Univ. School of Medicine... 350 0 1 0.2 
i ae a 12,825 588 614 4.7% 











*Per cent based on 1947-48 total enrollment. 


University of Washington, a new school, not included. 
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West North Central section and five in 
the Mountain section, (Table III). 
Five of these nine states, where there 
is no Negro physician, are without a 
medical school. In addition to these 
five states, there are seven others or a 
total of twelve states without a medi- 
cal school. These twelve states had a 
combined population in 1940 of 12,- 
097,244 of whom 819,799 were Negroes 
and a total of 282 Negro physicians or 
one Negro physician to each 2,906 Ne- 
gro persons. Three of these twelve 
states have populations greater than 
a million persons, New Jersey leading 
with a population of more than four 
million. Florida now has 145 Negro 
physicians serving its population and 
New Jersey has 109, but neither state 
has a facility for relieving the physi- 
cian shortage, although they have a 
combined population of about 6,000,- 
000. New Jersey, however, now has 
the best physician population ratio, 1 
to 366. (Table IV). As far as the Ne- 
gro is concerned, the ratio in New Jer- 
sey is 1 to 2,386. Florida is third best 
among the Southern states with a 
ratio of 1 physician to each 1,035 of 
the population. As to the Negro, how- 
ever, the ratio is 1 to 4,403. (Table 
II. The state of Washington is not in- 
eluded in this tabulation, but a medi- 
cal school has now been established 
as a part of the University of Wash- 
ington. ) 


AVAILABLE INTERNSHIPS 


There was a time when the number 
of Negro graduates in medicine was 
much greater than the available op- 
portunities for serving an internship 
in an approved hospital. That situa- 


tion has very markedly improved, 
(See Table VI). There are more ap- 
proved internships in Negro hospitals 
and there are more non-Negro hospi- 
tals which accept Negro physicians as 
internes. In July 1949 the Gallinger 
Municipal Hospital of Washington, D. 


C., will have its first Negro Interne. 


TABLE VI 


AVAILABLE INTERNSHIPS FOR NEGRO Puay- 
SICIANS IN APPROVED HOSPITALS 


No. of 

Hospital Beds* 

1. Cleveland City Hospital... 1,135 

2. Columbus Hospital, New York. 300 

3. Coney Island Hospital, Brooklyn 300 

4. Cook County Hospital, Chicago. 3,505 

5. Cumberland Hospital, Brooklyn. 400 
6. Detroit Receiving Hospital, De- 


























SIDES sid csiccinicaciemint wecwbrctmnccrseeee 633 

7. Fajarda District Hospital, Puerto 
Rico -__- 324 

8. Flint Goodridge Hospital, New 
Orleans - 117 

9. Freedmen’s Hospital, Washing- 
ais eg lt es Fe 498 

10. Gallinger Municipal Hospital, 
Washington, D; C, _.....___.. 1586 
11. Greenpoint Hospital, Broskiya_ _. 300 

12. George W. Hubbard Hospital, 
Nashville _._. Sete tiles remes yi 
Hackensack ospital, “Hackensack 300 
. Harlem Hospital, New York... 697 

15. Homer G. Phillips Hospital, St. 
ARR ig a a ee 767 

16. Jersey City Medical Center, Jer- 
sey City ... 1,500 

17. ansas City General No. 2, Kan- 
sas City —— ~~ 286 

18. Kate Bitting Reynolds Memorial 
Hospital, Winston-Salem _____ 224 
19. Lincoln Hospital, Durham -__... - ie 

20. Los Angeles County Hospital, 
Los Angeles 3,624 
21. Merey Hospital, Baltimore _.... 339 

22. Merey Douglas Hospital, Phila- 
delphia 120 

23. Perey Jones General Hospital 
(Army), Battle Creek -_-... _ 2,346 
24, Philadelphia General Hospital . 2,560 
25. Provident Hospital, Baltimore. 145 
26. Provident Hospital, Chicago 208 
27. St. Agnes Hospital, Raleigh _.._—-:184 


28. St. Mary’s Infirmary, St. Louis 179 
29, Sydenham Hospital, New York... 251 


*Journal of the American Medical Association, 
137:29-41, May 1948. 
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RESIDENCIES AND ASSISTANT 
RESIDENCES 


The openings for appointments to 
assistant residencies and residencies 
in approved hospitals are too few to 
meet the needs of Negro physicians. 
The number of physicians seeking 
training beyond the internship has 
been steadily increasing but there are 
not sufficient openings. Freedmen’s 
Hospital, the teaching hospital of the 
College of Medicine of Howard Uni- 
versity and the Homer G. Phillips 
Hospital of St. Louis offer the major 
opportunities for residency training. 
Many of the hospitals listed in Table 
VI as approved for internships offer 
limited resideney opportunities for 
Negro physicians. Some of the U. S. 
Marine Hospitals have been approved 
for residency training in some fields. 
The Marine Hospital at Boston has 
for the last few years had one Negro 
physician on its assistant resident 
staff. The Cleveland City Hospital 
has for several years afforded oppor- 
tunities for Negro physicians in its 
residency training program. 


SPECIALTY CERTIFICATION 


As a result of improved opportuni- 
ties for Negro physicians in graduate 
training, the number of certified spe- 
cialists has increased from less than 
twenty-five in 1938 to more than one 
hundred in 1949. Negro physicians 
have been examined and certified by 
the specialty boards in all of the ma- 
jor specialties. The more than one 
hundred Negro specialists are certi- 
fied by the boards of: Internal Medi- 
cine, Surgery, Otolaryngology, Oph- 
thalmology, Orthopedics, Thoracic 
Surgery, Urology, Pediatrics, Radi- 


ology, Psychiatry and Neurology, Der- 
matology, Pathology, Obstetrics and 
Gynecology. 


SUMMARY 


Although there are about 193,482 
licensed physicians in the United 
States, about 3,753 of whom are Negro 
physicians, there is need for many 
more physicians to care for the civil- 
ian population and to meet the in- 
creased demands of the military serv- 
ices, the United States Public Health 
Service and various expanding state 
and municipal services. In addition 
to the shortage of physicians there is 
a maldistribution of physicians. Al- 
though there is one physician for each 
755 people in the United States, some 
states have one physician for more 
than 1,000 people, the highest being 
1,706 in South Carolina. Both the 
shortage and the maldistribution are 
more acute as far as the Negro phy- 
sician is concerned. There appears to 
be a slight decrease in the number of 
practicing physicians in 1948 as com- 
pared with the number reported in 
1942. In 1942 there were 3,810, in 
1948 there appears to be 3,753. The 
Negro population has increased from 
12,865,518 in 1940 to an estimated 13,- 
818,504 in 1948. Relating the number 
of Negro physicians to the Negro pop- 
ulation there is one Negro physician 
for each 3,681 Negro persons in the 
United States. The rate in 1942 was 1 
to 3,376. In the thirteen Southern 
states there is one Negro physician to 
each 6,203 Negro persons. In Missis- 
sippi the ratio was 1 Negro physician 
to each 18,132 Negro persons and 1 
to 12,561 in South Carolina. 


To overcome the shortage of Negro 
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physicians and to improve the distri- 
bution better opportunities must be 
provided for medical education for 
Negroes and better professional op- 
portunities for qualified Negro phy- 
sicians. Elimination of racial discrimi- 
nation against Negroes is essential to 
the betterment of the educational and 
professional opportunities. Medical 
schools which exclude Negroes because 
of race should remove this barrier and 
accept qualified Negroes for training. 
It is especially important that the 
medical schools of the South and the 
border areas including the District of 
Columbia revise their policies in this 
respect. Racial discrimination which 
hampers the full development of the 


Negro physician in his profession con- 
tributes to both shortage and maldis- 
tribution. 

There are evidences of improvement 
of opportunities in some areas but 
much remains to be desired. A few 
more Negroes are gaining admission 
to medical schools other than Howard 
and Meharry. More opportunities for 
good internships have developed. Bet- 
ter opportunities for both graduate 
and postgraduate medical education 
are developing. The evidences of bet- 
ter opportunities are limited almost 
entirely to the North, and West rather 
than to the South, where about ten 
million of the thirteen million Negroes 
live. 
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CuHapTer XVIII 
THE SUPPLY OF NEGRO HEALTH PERSONNEL—DENTISTS 


Russet A. Drxon, D.D.S. 
Dean, College of Dentistry, Howard University 


and 


Grace E. Byrp, D.D.S. 
Instructor in Pedodontia, College of Dentistry, Howard University 


The history of the Negro in Den- 
tistry in the United States is not very 
different from and is, indeed, closely 
akin to that of the general history of 
dentistry in this country. In the 
Pennsylvania Gazette of September 
11, 1740, there is an advertisement of 
a Negro dentist ‘‘named Simon who 
was able to bleed and draw teeth. . .’” 
This is the first written evidence of a 
Negro practicing in any branch of the 
field of medicine in the United States. 
In June, 1797, in the City Gazette and 
Daily Advertiser of Charleston, South 
Carolina, there is an article on a ‘‘Ne- 
gro who passes for a doctor among his 
own people.’’? The first Negro dental 
practitioners were barbers, who, like 
their confreres of the majority group, 
employed ‘‘bleeding’’ or the art of 
“‘phlebotomy’’ as a cure for most ill- 
nesses. There are undocumented 
stories of others in the South, who, 
having learned the art while helping 
around the offices of their masters, 
plied their professional knowledge and 
skills upon their less fortunate fellow 
slaves on the plantations. There ap- 
pears to be no evidence, however, that 
their practice extended beyond the 
scope of extractions and ‘‘bleeding.’’ 

The census of 1890 revealed 120 
practicing Negro dentists. Subsequent 


1Carter G. Woodson, The Negro Professianol 
Man and the Community. Washington, D. C.: The 
Association for the Study of Negro Life and His- 
tory, Inc., ~ p. 5, 

*Ibid., p. 6. 


census reports showed that in 1900, 
there were 212; in 1910, 578; in 1920, 
1,109; in 1930, 1,773; and in 1940, 
1,492.8 There are probably about 
1,650 Negro dentists practicing in the 
United States today. Through 1930, 
Negro dentists practically doubled 
their numbers every decade. During 
the decennial census period from 1930 
to 1940, however, there was a loss in 
the total numbers of 261 dentists. 
Since then, the increase has been much 
more gradual; for although there have 
been approximately 440 Negroes grad- 
uated from the dental schools of the 
United States since 1940, the esti- 
mated death rate of approximately 20 
per thousand per annum would indi- 
cate that there would hardly be more 
than 1,650 at present and, certainly 
that the number has not reached 1,773 
dentists as revealed in the census for 
1930. 


Tue Suppiy oF NEGRO DENTISTS 


The source and supply of Negro 
dentists are not as general or adequate 
as that for white dentists. About 
ninety per cent of all Negro dentists 
are supplied by the Howard Univer- 
sity College of Dentistry, established 
in 1883, and the Dental Department 
of Meharry Medical College, formerly 


SRussell A, Dixon. “Sources of Supply of Negro 
Health Personnel: Dentists.’”’ The Journal of Negro 
Education, 6:477, Jl 1937; Malcolm W. Carr. 
“Dentistry An Agency of Health Service. New 
York: The Commonwealth Fund, 1946, p, 130. 
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the Central Tennessee College, inau- 
gurated in 1886. Howard and Me- 
harry have, together, graduated some- 
thing in the neighborhood of 2,500 
dentists since their inception. The 
only other Negro dental school, the 
Dental Department of the University 
of West Tennessee, organized in 1917, 
closed its doors in 1923, after turning 
out only a token number of dentists 
from 1919 to 1923, inclusive. 

In a survey made recently by the 
Veterans Service Committee of the 
National Dental Association, it was 
found that six dental schools had no 
place for colored students, four were 
non-committal and twenty - seven 
schools were said to have indicated 
their acceptance of Nevro students on 
a quota basis. The policies of the first 
ten schools, acording to the report, 
have not improved.* In spite of the 
narrow range of opportunities for the 
training of Negro dentists, it is in- 
teresting to note that there was a Ne- 
gro in the first class to graduate in 
dentistry from the Harvard Univer- 
sity School of Dentistry in 1869.5 His 
name was Robert Tanner Freeman. 
Dr. Freeman was, as a matter of fact, 
the first of his race on record to re- 
ceive formal dental education and a 
dental degree in this country. He 
was successful in becoming a student 
at Harvard after having been rejected 
by two other schools because of his 
race. Following the unbiased policy 
shown at Harvard’s new school of 
dentistry, however, many of the dental 
schools above the Mason-Dixon line 

‘James L. Hicks. “Quotas Block Admissions of 
Negroes in Dental Schools.’’ Call and Post (Cleve- 


land), May 24, 1947. 


SLeroy M. S. Miner. ‘The Development of Har- 


vard University Since the Inauguration of Presi- 
dent Eliot 1869-1929.” P. 597. 
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opened their doors for the education 
of students regardless of race. Prior 
to the inception of the Dental College 
at Howard University, therefore, the 
supply of Negro dental practitioners 
eame from schools in the North, and 
it is interesting as well as gratifying 
to note that Negroes are still in at- 
tendance at many of the same schools 
that admitted them, originally. 


Negro dentists, on the other hand, 
have expressed justifiable anxiety over 
the fact that one or two schools in the 
North that once included Negro stu- 
dents in their enrollment, have not 
had one in twenty-five or thirty years. 
The limits of this paper do not permit 
of a full discussion of this subject. 
Therefore, it is perhaps sufficient to 
say that under a completely unbiased 
admissions policy such a coincidence 
could never have occurred, especially 
in any of the metropolitan cities of the 
North. 

The trend toward higher require- 
ments for dental education, in the 
form of frequent academic advances, 
has held for the Negro as well as the 
white schools. Meharry and Howard 
have kept well abreast of the periodic 
increases in time required for pre- 
dental and dental education. All den- 
tal schools, since 1937, have required 
at least two years of college work with 
specific science credits prior to admis- 
sion to the four-year course of study 
in dentistry leading to the degree of 
Doctor of Dental Surgery. The tend- 
ency toward the acceptance of the 
bachelor’s degree as a necessary 
achievement before entering dental 
school has now apparently developed 
into a new trend. While it is true that 
a degree as such is not a sine qua non 














SUPPLY OF NEGRO HEALTH PERSONNEL—DENTISTS 


359 


TABLE I 


HoLpers OF BACHELORS’ DEGREES AT HOWARD UNIVERSITY AND MEHARRY MEDICAL COLLEGE 
AS COMPARED WITH DENTAL STUDENT’S IN ALL DENTAL SCHOOLS IN 
THE UNITED STATES 








Howard and Meharry Dental Schools in United States 























Number of Per Cent with Number of Per Cent with 
Years Students Bachelors’ Degrees Students Bachelors’ Degrees 
1941 - 140 63.5% 8,355 24.8% 
1942 185 59.4 8,847 25.9 
1943 _ 207 59.4 9,014 25.2 
1944 - 236 58.4 8,590 24.8 
1945 __. 251 47.4 7,274 24.7 
1946 - 264 52.6 8,287 27.5 
1947 __. Sac e LEN ee eer oes 279 57.5 8,871 26.2 





for the highest in academic achieve- 
ment, experience justifies the assump- 
tion that the bachelor’s degree may be 
regarded generally as a badge of well- 
rounded preparation for the begin- 
ning of life in any of the higher fields 
of endeavor. It is especially significant 
to note in this connection that the 
total enrollment in Howard and 
Meharry during the past seven years 
has consistently maintained a percent- 
age of students with baccalaureate 
status twice as high as that for the 
rest of the dental schools of the United 
States. (See Table I).* For the period 
1941 through 1947, 56.9 per cent of 
the enrollment of Howard and Mehar- 
ry have been students holding bache- 
lor’s degrees, while no more than 26.2 
per cent of the students in the rest of 
the schools in the United States had 
reached that level prior to entrance 
into dental school. 

A survey made recently by the Vet- 
erans Administration showed that stu- 
dents with bachelor’s degrees did no 
better work in the pre-clinical medical 
science and dental courses than those 
who entered with two years of college 
credits. It is important in this con- 

*Dental Students’ Register. Chicago: Council on 


Dental Education, American Dental Association, 
1941-1947, Table 3, 


nection to stress the frequently over- 
looked fact that success in making 
grades in a specialized field of learn- 
ing does not necessarily predict the 
same degree of success in the field it- 
self or in life. No scientific study 
appears to have shown that students 
who entered the study of dentistry 
with less background were subsequent- 
ly more successful in their contribu- 
tions to society than those who entered 
Dentistry with a bachelor’s degree. 
It has been the concept of the Faculty 
of Dentistry of Howard University, 
however, that a baccalaureate degree 
provides a most useful foundation 
which has furnished the rational for 
emphasis upon that program for high- 
er entrance requirements. It is note- 
worthy to observe also that the rank- 
ing dental schools of the United States 
emphasize a similar program. It can 
be said with authority, therefore, that 
Howard and Meharry have, from the 
beginning, stood in the front ranks of 
this movement in dental education. 
It is hardly justifiable in the general 
health picture that is being developed 
in this volume to fail to mention the 
very important and rapidly develop- 
ing aspect of auxiliary personnel for 
dentistry. There are three main 
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branches for which the dental schools 
are assuming increasing responsibil- 
ity. 

Toe DentAL HyGIEenist 


In 1914, Dr. A. C, Fones of Bridge- 
port, Connecticut, organized the first 
formal course for the training of den- 
tal hygienists. Two years later, the 
late Dr. Louise C. Ball, who, for 
twenty years was a trustee of Howard 
University, established ‘‘the New 
York School of Dental Hygiene at a 
summer session in Hunter College 
where she had been Critic Teacher. 
In 1917, this school was transferred to 
Columbia University by Dr. Ball and 
continued at that University as 
‘Courses’ in Oral Hygiene, the first 
to be established in any university.’’? 
Since the inauguration of that course, 
which was one year in length, a num- 
ber of dental schools in the United 
States and some clinics set up for the 
eare of children’s teeth, introduced 
courses also. It was only recently that 
the Council of Dental Education of 
the American Dental Association at- 
tempted to define minimum curricu- 
lum standards and requirements for 
entrance to the study of Dental Hy- 
giene. All schools now require col- 
lege entrance eligibility for admission, 
and at least two years of study in the 
School of Dental Hygiene, while sev- 
eral universities offer a full four-year 
curriculum leading to a degree of 
Bachelor of Science in Dental Hygiene 
or Oral Hygiene. Howard University 
inaugurated a course for training 


7From a printed announcement of the William 
J. Gies Fellowship in Biochemistry, which listed 
many of Dr. Gies’ contributions, among which was 
his cooperation with Dr. Ball in the establishment 
of the New York School of Dental Hygiene. The 
occasion was the Twenty-fifth Anniversary Cele- 
bration of the founding of the Department of Bio- 
logical Chemistry at Columbia University. 
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dental hygienists in 1933, which was 
followed soon after by the establish. 
ment of a course at the Meharry Medi- 
cal College Department of Dentistry. 
While these two schools have fur- 
nished a large number of the Negro 
dental hygienists now practicing in 
the United States, they cannot claim 
the exclusive, dominant contribution 
in this regard, for in the aggregate, a 
substantial percentage of them have 
come from schools in the North. 

The primary function of the dental 
hygienist is that of giving instruction 
in mouth hygiene and in rendering 
oral prophylaxis under the supervi- 
sion and guidance of the dentist. In 
her earlier history, she was involved 
to a great extent with assisting, just 
as the nurse assists the physician or 
surgeon in his routine duties. Her 
employment, however, in institutional 
work, particularly in school clinics, 
hospitals, and infirmaries as well as in 
many of the busy offices, is that of 
rendering oral prophylaxis, commonly 
thought of by the laity as ‘‘cleaning 
the teeth,’’ but which is known to the 
profession to be an important health 
service involving both technical and 
scientific preparation. It may be said 
that there is a substantial demand for 
Negro dental hygienists which far ex- 
ceeds the supply, and that most young 
graduates find immediate employment 
upon their certification. One of the 
age-old ‘‘bottlenecks’’ has been the 
lack of facilities for training them. 


THE DENTAL ASSISTANT 


The dental assistant, whose training 
is limited generally to a one-year 
course, receives no basic training in 
the sciences which would render her 
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qualified to do oral prophylaxis. Her 
work has, therefore, been limited to 
assisting the dentist at the chair and 
in the laboratory. Many dental as- 
sistants have received their training 
through apprenticeships in dentists’ 
offices and have had no formal, institu- 
tional training at all. Their services, 
however, are indispensable to the den- 
tists and they are in great demand. 
The Department of Dentistry at 
Meharry Medical College has, for sev- 
eral years, offered combination train- 
ing courses in this regard, so that a 
young woman studying dental hygiene 
may receive her certificate at the com- 
pletion of her first year’s work and 
may continue on for a second year to 
receive the Certificate in Dental Hy- 
giene. Howard University College of 
Dentistry instituted a similar pro- 
gram, effective for the school year 
1947-1948. 


Tue DENTAL TECHNICIAN 


The field of the dental technician 
has been developed, for the most part, 
by commercial laboratories and, until 
Meharry Medical College Department 
of Dentistry, and Ohio State Univer- 
sity College of Dentistry instituted a 
course for the training of dental tech- 
nicians, no dental school in the United 
States offered specific courses in this 
field. The dental technician is trained 
to do the laboratory work needed by 
the dentist. He learns to carry out 
all laboratory procedures in connec- 
tion with dentures, bridges and cast- 
ing of all types. No uniform standards 
have yet been evolved regarding the 
content and extent of these courses, 
but at Meharry and Ohio State and in 
& number of proprietary schools that 
have ‘‘mushroomed’’ lately te take 


care of veterans seeking vocational 
opportunities to engage in this field, 
the course of training has generally 
been at least two years in length. This 
covers very briefly the question of 
auxiliary dental personnel. 


MEETING CURRENT DEMAND 


There is no reasonable relationship 
between the numbers of Negro den- 
tists to the Negro population in com- 
parison with the overall picture of 
dentists to population in the United 
States. A report of the Committee on 
Economics of the American Dental 
Association in 1946 recorded 76,052 
dentists to a total population of 131,- 
699,275 persons. With the large 
graduating classes since 1946, it would 
be conservative to say that there are 
now fully 75,000 non-Negro dentists 
to approximately 120,000,000 of non- 
Negro population. This would mean 
that there now exists approximately 
one non-Negro dentist to about 1,600 
of the non-Negro population, whereas 
the 1940 census revealed only one Ne- 
gro dentist for each 8,623 of Negro 
population. On the basis of the exist- 
ing ratio between non-Negro dentists 
and non-Negro population, there 
would have to be 8,125 Negro dentists 
to serve the current population of ap- 
proximately 13,000,000 Negroes in the 
same proportion that exists for whites. 

Recent studies by the American 
Dental Association revealed a severe 
shortage of dentists in the United 
States, generally, and it is now sug- 
gested that the number be increased 
to 100,000 if adequate service to the 
population is to be obtained. On any 
such basis of increase, and without 
~ sCommittee on Dental Economics. Distribution of 


Dentists in the United States. Ohicago: American 
Dental Association, 1946, p. 1. 
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consideration of possible increase in 
general of the Negro population, the 
need for Negro dentists in the United 
States would be 10,833 as compared to 
the present approximation of 1,650. 
At the current, maximum output of 
Howard and Meharry together with 
the current number of acceptances of 
Negro dental students in other schools, 
it would require 135 years to produce 
the ratio of Negro dentists to Negro 
population that now exists between 
the white dentist and the white popu- 
lation. This does not take into con- 
sideration the deaths and retirements 
of practitioners which inevitably occur 
during these years. 

Obviously, this situation cannot be 
helped materially by any ordinary 
treatment. The question might well 
be raised as to whether there is need 
in a democracy even to think in terms 
of recruiting Negro or any dentists in 
the ratio that prevails for the popula- 
tion generally. Negro dentists do not 
uniformly confine their services to 
Negro patients, and neither does the 
white dentist do so for his racial 
group. The fact remains, nevertheless, 
that the high percentage of Negro and 
white practitioners find their practice 
restricted almost entirely to their own 
racial groups, which results in the fact 
that Negroes receive less dental care 
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than do whites. If the American popu- 
lation, and particularly the Negro, is 
to receive the quality and extent of 
dental care necessary for enriched and 
useful living, a radical approach to 
the expansion of facilities for the sup- 
ply of dental personnel must be under- 
taken objectively, and with concerted 
effort. Although the dental schools of 
the North and West have contributed 
sparingly to the supply of Negro den- 
tal personnel, there has not been a 
sufficient number of Negroes gradu- 
ating from these institutions to con- 
tribute more than ten per cent to the 
existing population of Negro dentists. 

In 1940, (See Table iI), all but 
eight of 121 Negro dental students 
studying in the United States were at 
Howard and Meharry. By 1946, the 
number of Negro students had in- 
creased to 306, and forty-two of these 
were at schools other than Howard 
and Meharry. This record indicates a 
gratifying increase in numbers with 
a concomitant increase in percentage 
of Negroes studying in other schools. 
Whereas six per cent were in other 
schools in 1940, there were thirteen 
per cent in 1946. Of the 317 Negro 
students in 1947, however, only 35 
were found in other schools, which 
means that the ratio had slipped back 
to eleven per cent. This may not be 








TABLE II 
DISTRIBUTION OF NEGRO DENTAL STUDENTS IN DENTAL SCHOOLS OF THE UNITED STATES* 
Total in All Number in Per Cent in 
Year Schools, U.S. Howard-Meharry Other Schools Other Schools 
0 EE Sarees oer 121 113 8 6.6% 
AACE ee 146 140 6 4.1 
1942 __..... SH i en 193 185 8 4.1 
1643 :.......... oat Oa 222 207 15 6.7 
1944 __. Rese DeLee Mace 254 236 18 7.0 
| EES ee terete 276 251 25 9.0 
ALERT ET TTT 306 264 42 13.7 
1947 314 279 35 jb Ba | 





*No official data for 1948 and 1949 were available at this writing. 
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significant and may probably be ex- 
plained by the fact that all schools in 
the United States are literally deluged 
with qualified applicants seeking en- 
trance into the field. A high per- 
centage is of necessity disappointed 
annually. The Committee on Admis- 
sions at Howard University College of 
Dentistry reported that as of April 1, 
1949, it had considered the transcripts 
of 381 applicants for the freshman 
class and had made its selection of 50 
students from this group. This, how- 
ever, did not represent the total num- 
ber of applications or inquiries made 
by seeking students. There were, in 
round numbers, 1,000 inquiries with 
requests for applications and 438 com- 
pleted applications with records re- 
ceived ; while, on the other hand, there 
were only 50 places in the freshman 
class to be filled. This means that 
Howard University alone was com- 
pelled to disappoint between 388 and 
950 potential dental students this 
year. 

There is no doubt but that the solu- 
tion of the problem of supplying more 
Negro dentists lies in the provision of 
greater opportunities. The dental 
schools of the United States, generally, 
both North and South, should open 
their doors for the admission of all 
well-qualified Americans regardless of 
race or religion, The building of any 
additional dental schools, exclusively 
for Negroes, should be tabooed on the 
grounds that it is undemocratic, 
wasteful of resoures, stultifying to 
progress and highly embarrassing to 
America in perpetuating an anti- 
quated, unchristian practice aimed 
only to maintain suppression and 
mediocrity. Howard and Meharry, 


both, should be granted facilities and 
staff to double their current enroll- 
ment capacities, for each is suitably 
located in close proximity to an un- 
limited clinical supply and is within a 
university environment. It is, by far, 
more efficient and much less expensive 
in terms of providing faculty and 
staff, initial building costs, and build- 
ing maintenance, to expand the facili- 
ties of Howard and Meharry rather 
than to provide an additional school. 
These schools have never really re- 
ceived sufficient financial support to 
meet their basic needs for staff or 
facilities. Any additional school would 
serve merely to dilute the quality of 
dental education. 

Finally, there is an urgent need for 
recruits with more thorough educa- 
tional background. Though our schools 
are literally flooded with requests 
from applicants even of baccalaureate 
status, the caliber of educational back- 
ground is indeed disappointing in a 
much-too-high percentage of cases. 
This is, no doubt, due to the unequal, 
segregated secondary and collegiate 
educational systems in which the bulk 
of our students receive their predental 
education. Attack on the problem 
at this level is essential to the continu- 
ous supply of competent health per- 
sonnel. With the full awakening of 
the American public, within recent 
years, that the undergirding of a well- 
rounded citizenry is its health, there 
appears now to be an all-out effort 
through collective action, expressed 
in the many proposals for health legis- 
lation, to deal effectively with the 
problem of supply and demand in 
dentistry and in the related health 
services. 
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The progress made by Negro nurses 
since the publication of the last year- 
book which dealt with the subject, 
(1937) and the present writing date, 
has probably surpassed the total prog- 
ress in nursing of all the preceding 
years, when viewed in the light of 
professional development. 

Professional relations in nursing 
are so interwoven with race relations 
that it has been imperative for Ne- 
gro nurses to move on both fronts 
simultaneously to achieve their goals. 
Constituting only two per cent (8,- 
000) of the total nursing population 
(approximately 280,500) the needs 
and goals of the Negro group would 
have been submerged had it not been 
for the successful teamwork on the 
part of Negro nurses throughout the 
country and the cooperation and sup- 
port of democratic white nurses. 

Three sets of circumstances have 
materially changed current Negro 
nursing history and must be taken 
into consideration to evaluate prop- 
erly the present status of the Negro 
nurse: (1) World War II; (2) Criti- 
cal Studies of the Nursing Profession ; 
and (3) The National Shortage of 
Nurses. 


INFLUENCE OF WorRLD War II 


Pressures upon the over-all nursing 
supply helped to reduce racial bar- 
riers within the employment and edu- 
cational areas of nursing. Hospitals 
and public health agencies which lost 


large numbers of their nurses to the 
Army and Navy Nurse Corps found 
it expedient to meet their needs with 
Negro nurses, although many of them 
had not previously employed this 
group. Schools of nursing under the 
pressure of filling the demands of the 
Cadet Nurse Corps, likewise extended 
broader opportunities to qualified Ne- 
gro applicants. In 1941 only 29 
schools, other than those exclusively 
for Negroes, were open to Negro stu- 
dents. By 1949, the number of schools 
which enunciated a non-discrimina- 
tory policy in the admission of stu- 
dents increased to 354, with 92 of 
these schools actually having Negro 
students enrolled. 

While some of the expansion was 
motivated by a genuine desire on the 
part of officials to make the democ- 
racy, for which we were fighting 
abroad, a reality at home, it must be 
said that in many instances the acute 
need for nurses was the real motiva- 
tion. At the outset of the war the 
Army Nurse Corps set a quota of 56 
Negro nurses and the Navy Nurse 
Corps refused to admit the Negro 
nurse. Through sentiment and ac- 
tion, initiated by the National Associ- 
ation of Colored Graduate Nurses and 
the National Nursing Council for War 
Service, the increase to 512 by 1945 
was so gradual that by far the ma- 
jority of Negro nurses constituted a 
civilian reserve which increased in 


4A few days before VE Day two Negro nurses 
were admitted to the Navy Nurse Corps, 
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importance to civilian employers of 
nurses. In 1943 the National Nursing 
Council made a cursory survey of in- 
stitutions which had recently included 
Negro nurses. The reports indicated 
that the majority of the employers 
were pleased with their services and 
indicated their willingness to have 
them remain within the respective or- 
ganizations and institutions after the 
war. 

Negro nurses worked as consultants 
in the National Nursing Council for 
War Service on an integrated basis 
throughout the war years. Through 
the relationships established, in this 
connection, information relative to the 
progress and the problems of Negro 
nurses were more widely disseminated 
than ever before. 


CRITICAL STUDIES OF AND BY THE 
NuRsING PROFESSION 


By coordinating the activities of all 
the national organizations during the 
war years the National Nursing Coun- 
cil for War Service was in a strategic 
position to give significant leadership 
in relation to progress and problems 
affecting all areas of nursing service 
and nursing education. In 1944 the 
Council published ‘‘A Comprehensive 
Plan for Nation Wide Action in Nurs- 
ing’’ consisting of ten major points. 
Outgrowths of this plan were these 
three major studies: 1. The Study of 
the Structure of the National Nurs- 
ing Organizations; 2. The Study of 
Nursing Schools; and 3. The Socio- 
Economic Study of Nursing. 

Through the Structure Study a 
penetrating analysis of the aims and 
functions of each of the six National 
Nursing Organizations has been made. 
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It is clear that the objectives of the 
National Association of Colored Grad- 
uate Nurses are in keeping with those 
of other professional nursing groups 
and that this organization exists pri- 
marily to meet the needs of the Negro 
nurses against whom discrimination 
is practiced. The Structure Commit- 
tee has made positive and constructivé 
recommendations for the type of or- 
ganizational structure which will en- 
able every nurse, irrespective of race, 
color or creed to develop and partici- 
pate as fully as the capacities and de- 
sires of the individual nurse permit. 
Negro nurses are members of the 
Structure Committee and have con- 
tributed to its development since its 
inception. The Joint Board of the 
National Nursing Organizations has 
voted to complete the structure study 
and act on its recommendations in 
1950. 

‘‘The School Study’’ conducted by 
Esther Lucile Brown, Director of the 
Department of Studies in the Profes- 
sion of the Russell Sage Foundation 
was completed in 1948.2 So signifi- 
cant are her comments in relation to 
the Negro nurse that I shall quote 
from the report at length: 

There is still another sector of American 
society that has been insufficiently drawn 
upon by the nursing profession. It is com- 
posed of members of the ‘‘ minority groups.’’ 
At a regional conference the following sen- 
tences appeared at the bottom of one of the 
evaluation sheets, used to gauge reactions to 
the effectiveness of the various meetings. 
‘‘Something should be done about our 
shameful attitude toward graduate nurses 
of the Negro race. I’m from the South, 
too.’? Many persons in nursing, a consider- 
able portion of whom are also from that 
part ot the United States, would agree com- 


2Esther L. Brown, Nursing For The Future, 
Russell Sage Foundation, 1948. 
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pletely. We should like, however, to broaden 
the meaning inherent in those sentences. 

‘¢ Although more conspicuous and pressing 
in the South, a shameful attitude’’ is not 
restricted to any one region, nor to the Ne- 
gro. It is a problem of our national life 
about which conscientious persons are pro- 
foundly uneasy, because they realize that 
it is not in keeping with what they under- 
stand the tenets both of demcoracy and 
Christianity to be. 

That nursing has reflected the mores of 
America generally is true. By so doing, it 
has robbed the public of a larger amount 
of nursing care. It has also perpetuated in- 
justice to members of ‘‘minorities,’’ and, 
if the psychiatrists be right, the profession 
has damaged its own collective personality 
and that of its individual members by acts 
of discrimination against others. There are 
current indications, however, of some at- 
tempts to remedy this situation. They ap- 
pear most clearly in reference to the Negro 
nurse. The American Nurses Association has 
recently made provision, that the American 
Medical Association failed to achieve, where- 
cannot gain indirect 
local units are 


who 
membership in it because 
closed to them may apply directly for mem- 
bership. The national associations have often 
drawn upon Negroes for consultative serv- 
ices, and the National Association of Colored 
Graduate Nurses is represented on all joint 
committees of the six leading associations. 
At its latest conference the National League 
of Nursing Education established a prece- 
dent by asking a Negro faculty member 
from a widely known university to read a 
paper, while the Association of Collegiate 
Schools of Nursing, meeting at the same 
time, conferred associate membership on the 
school of nursing of Meharry Medical Col- 


by individuals 


MiSs) s 

Even in those sections of the 
where separate educational systems are main” 
tained for the two races, several directors 
of schools for white students have stated to 
the writer that nursing schools for Negroes 
should be greatly improved at once, and that 
concerted attempts should be made to re- 
cruit more students. These directors realize, 
however, that secondary education will have 
to be strengthened almost everywhere before 
sufficient numbers will have the qualifications 


country 
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necessary for admission to hospital or col- 
legiate training. 

In the light of growing opinion that the 
profession be released from traditions and 
prejudices that have restricted the amount 
of nursing service and retarded the develop- 
ment both of the ‘‘minority’’ and the ‘‘ma- 
jority’’ groups, it is believed that certain 
further steps can be taken almost ‘mmedi- 
ately, and that planning can be begun on 
others requiring a longer time to accomplish. 
Because of persistent reports that **quotas’’ 
and other unannounced forms of student se- 
lection are practiced by some types of pro- 
fessional education, an emphatic statement 
to the effect that none exists in nursing 
education would be exceedingly helpful. 


The Socio-Economic Study of Nurs- 
ing was made by the United States 
Bureau of Labor Statistics in October, 
1946. At that time it was found that 
the average nurse, excluding those liv- 
ing in hospitals, earned about $170- 
$175 per month. On the whole salaries 
have increased since the dissemination 
of the Study findings.* 


Tue NATIONAL SHORTAGE OF NURSES 


Trends toward the extension of 
health services to a larger proportion 
of the population than ever before, 
the development of hospitals as com- 
munity centers, prepayment health in- 
surance plans and the maintenance of 
health as an increasingly significant 
goal are creating a demand for nurs- 
ing service which cannot be met by 
the present number of nurses in the 
U.S. In a recent report by the Wom- 
en’s Bureau of the U. S. Department 
of Labor two estimates of the num- 
ber of nurses needed to serve a prob- 
able population of 153,000,000 by 1960 
were presented. These estimates indi- 





5A more recent break-down and range of salaries 
paid nurses can be found in “1948 Facts About 
Nursing’ — American 
York pages 56 and 57. 


Nurses Association, New 
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TABLE I 
NEGRO PROFESSIONAL NuRSES (GRADUATE AND STUDENTS), BY STATES, 1940 
State Total Women Men State Total Women Men 
United States -__. 7,192 7,065 127 
Alabama -~......... 415 400 15 Nebraska -_......... 1 i | 0 
Arizona is 7 6 1 pS ee 0 0 0 
arenes... 62 62 0 New Hampshire __ 0 0 0 
California 155 153 2 New Jersey... 110 106 4 
Colorado me s 1 0 New Mexico______ 0 0 0-- 
Connecticut ie 7 7 0 New York......._._ 1,723 1,709 14 
Delaware -.._.-.. 9 9 0 North Carolina __ 481 474 7 
District of 
Columbia 288 286 2 i) | aan rears 118 115 3 
Florida ee 282 270 12 Oklahoma -___... om 55 54 1 
OO ie 577 569 8 
Idaho 0 0 0 CTR a 1 0 1 
Illinois 268 263 5 Pennsylvania __.. 205 200 5 
Indiana 40 39 1 Rhode Island —__. 3 3 0 
IE evince oss oe 1 1 0 South Carolina -__. 259 255 4 
PEM 37 37 0 South Dakota —_. 0 0 0 
Kentucky - a 94 91 3 Tennessee -_.--.------ 266 262 4 
Louisiana. 127 126 1 Texas ae 259 247 12 
I a nas 1 1 0 Utah ene eee 0 0 0 
Maryland ae 130 126 + Verment: —___.... 1 1 0 
Massachusettts —. 55 53 2 Virsa, 414 407 7 
Michigan 120 117 3 Washington —_. 2 2 0 
Minnesota 5 5 0 West Virginia -__ 46 45 1 
Mississippi --..- 131 128 3 Wisconsin -__.__. 5 3 2 
a 431 431 6 Wyommg 0 0 0 
Montana 0 0 0 





cated that 200,000 more nurses than 
the number available in 1946 would be 
needed to maintain the current stand- 
ards of nursing. (In other words, 


twice aS many nurses as we now 


have.) Any layman who has been on 
the waiting list to enter certain types 
of hospitals, or who has seen a large 
number of hospital patients depend- 
ent on a few nurses or who is aware 
of hospital wards which have been 
closed due to the inability of the ad- 
ministration to secure nurses is aware 
that the present standards of nursing 
are neither suitable to patients nor 
nurses. 

Although the approach to nurse 
supply is not on the basis of racial 
ratio, it should be noted, however, that 
some of the Southern states with large 
Negro populations have far too few 
Negro nurses. 


In facing its responsibility for mo- 
tivation the enrollment of more stu- 
dents in the light of society’s need, 
the nursing profession is broadening 
its 
aspiring Negro youth of the oppor- 


‘‘recruiting appeal’’ to assure the 


tunities which now exist to partici- 
pants on a democratic basis. Negro 
nurses, in increasing numbers, are be- 
ing graduated from such schools as 
the Yale School of Nursing (which re- 
quires a Bachelor’s degree on en- 
trance), Boston City Hospital, Belle- 
vue, University of California, etc.* 

January 1, 1948, 2,255 Negro stu- 
dents were enrolled in schools of nurs- 
ing and 597 were graduated in 1948 
from 53 schools of nursing. This num- 
ber is very low in the face of the need 
and opportunity for nurses. 





4A list of schools admitting Negro students can 
be secured from the Committee on Careers. Na- 
tional League of Nursing Education, 1790 Broad- 
way, New York. 
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A generation ago Dr. Abraham 
Flexner set down certain criteria 
which have been widely accepted by 
the profession in the U. S. While 
nursing has moved far enough in the 
direction of meeting these criteria to 
be considered a profession, there are 
many areas in which it is more truly 
an evolving profession. I wish now to 
refer to the 27 segregated schools for 
Negro students. Of this number 23 
are controlled by hospitals and are 
handicapped by budgetary and educa- 
tional controls in their efforts to rise 
to true professional status. In other 
fields of education the laboratory is 
subordinate to the educational process. 
In the case of these hospital-controlled 
schools the reverse is true, in that the 
hospital which controls the school is 
also the laboratory or practice field 
for the student nurse. In such situa- 
tions the possibility of superimposing 
an educational curriculum on a serv- 
ice curriculum is always present. 
Quoting again from Dr. Brown, ‘‘ Al- 
most without a dissenting voice those 
who are conversant with the trend of 
professional education in the U. S. 
agree that preparation of the profes- 
sional nurse belongs squarely within 
the institution of higher learning. So 
convinced are they that they consider 
this conclusion above argument.”’ 


In those states where the segregated 
pattern exists, Dillard University, 
New Orleans, Florida A & M College, 
Tallahassee, Meharry Medical College 
in Nashville and Hampton Institute 
are the institutions of higher learning 
in which the education of nurses has 
been integrated. The Bachelor of Sci- 
ence degree is conferred upon com- 
pletion of the work. 


SUMMARY 


On the whole the nursing profession 
has surpassed the other professions in 
this country in the integration of its 
Negro members. The number of 
Southern states excluding Negro 
nurses from membership has been re- 
duced from 14 to 8, including the Dis- 
trict of Columbia within the last few 
years. In those states where the Ne- 
gro nurse can not join the State Asso- 
ciation, she may join the American 
Nurses’ Association directly as an in- 
dividual member with vote and voice 
in all of its deliberations. The first 
Negro nurse was elected to the Board 
of Directors of the American Nurses’ 
Association in June 1948 and subse- 
quently was elected one of the four 
American delegates to represent this 
country at the meeting of the Interna- 
tional Council of Nurses in Stockholm, 
Sweden, June 1949. The American 
Nurses’ Association on November 1, 
1948 employed the first Negro nurse 
on its administrative staff, who works 
on a functional rather than a racial 
basis. A Negro layman is member of 
the Board of Directors of the National 
Organization for Public Health Nurs- 
ing. Negroes served actively on the 
Board of the National Nursing Coun- 
cil for War Service during the war 
years. 

Negro nurses were among the first 
of the Negro group to hold teaching 
posts in large universities. At the 
present time the Nursing Education 
Departments in both New York Uni- 


versity and Teacher’s College, Colum- | 


bia University, have Negro nurses in 
full time teaching positions. 

Negro nurses are represented on all 
of the major policy making and advis- 
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ory committees of the several national 
nursing organizations. 

Negro students are admitted to all 
the better Nursing schools in the East 
and far West. Five of the Negro Nurs- 
ing schools confer the degree of 
Bachelor of Science. The majority of 
the hospital schools for Negro nurses 
lack financial support and clinical ex- 
perience needed for the proper edu- 
eation of nurses. The number of Ne- 
ero students enrolled in Nursing 
should be increased. 

Employment opportunities are such 
that every qualified nurse who is in- 
terested to work can do so. Wage dif- 
ferentials on the basis of race still ex- 
ist in some of the Southern states but 
the trend toward equalization of sal- 
aries within the profession is encour- 
aging. The over-all concern about 


nurses’ salaries (Socio-Economic 
study of Nursing) has given the Ne- 
gro nurse improved economic status. 

The trend toward integration fo- 
cuses attention on the need for broad 
and thorough preparation on the part 
of the Negro nurse in order that she 
can compete successfully. Nursing af- 
fords vast opportunities to the Negro 
College graduate. 

In the light of the recommendations 
from the Structure Committee rela- 
tive to the complete integration of all 
American Nurses into one professional 
organization, the Board and members 
of the National Association of Colored 
Graduate Nurses will discuss whether 
or not a separate national organiza- 
tion for Negro Nurses is still needed, 
at its biennial meeting in Louisville, 
Kentucky in August 1949. 
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Paut B. Cornety, M.D. 


Medical Director, Freedmen’s Hospital; Professor of Preventive Medicine and 
Public Health, College of Medicine, Howard Umwersity 


INTRODUCTION 


This article does not presuppose to 
delve into the nature and extent of 
health education among Negroes, for 
to do so would require a very careful 
and detailed knowledge and analysis 
of the health education programs car- 
ried out in communities with large 
Negro populations. This will merely 
provide an introduction for the arti- 
eles which are to follow in this section 
of the Year Book, state one or two 
basie definitions, and formulate a few 
impressions based on observations of 
health education programs in a num- 
ber of cities in the United States. 

Health has been defined by the con- 
stitution of WHO as a state of com- 
plete physical, mental and social well 
being and not merely the absence of 
disease. On the other hand, health 
education has been defined by many 
as the sum of all experiences which 
favorably influence habits, attitudes, 
and knowledge relating to individual, 
community and racial health. Thus, 
health education embodies every aec- 
tivity which directly affects every in- 
dividual every hour of his day, and 
therefore it cannot very well be com- 
partmentalized. However, for pur- 
poses of discussion, health education 
has generally been divided into 3 ma- 
jor fields, viz: 

1. Public Health Education or 
Health Education of the Public, is 


that part of health education which 
takes place in the home and commun- 
ity. This is the field that primarily 
concerns health officers and executives 
of voluntary health agencies most di- 
rectly. 

2. School Health Education is that 
part of health education that takes 
place in the school or through efforts 
organized and conducted by school 
personnel. 

3. Health Education 
sional Groups has to do with efforts 
conducted either by the professional 
schools or the public health agency to 
increase the public health knowledge 
of public officials, physicians, medical 
students, nurses, teachers, sanitary of- 
ficers, statisticians, bacteriologists, 
and other professional people. 

This article, and for that matter, 
those articles included under this sec- 
tion will be concerned with a consid- 
eration of the first two items. The 
third facet although of considerable 
interest will not be included in these 
discussions. 


of Profes- 


HeauttaH Epucation IN A SELECTED 
Group oF COMMUNITIES 


A glimpse into the nature and ex- 
tent of health education programs in 
a selected number of cities will serve 
as a background for the conclusions 
which are to be found in this article. 
During the period of March, 1945 to 
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February, 1947, the author had the 
opportunity to participate in a com- 
munity relations project sponsored by 
the National Urban League and finan- 
cially supported by the Rockefeller 
Foundation. It was possible through 
this project to study health organiza- 
tion and health activities of 9 cities, 
particularly as they affected the Ne- 
groes in each community. Each city 
was visited for a period of 10-12 days 
during which time almost all of the 
official and non-official health agencies 
and hospitals were visited and an ef- 
fort made to inquire into the nature 
and extent of their activities. In most 
instances the health education pro- 
gram was investigated. After each 
study a report was submitted to the 
community embodying the findings 
and recommendations for improve- 
ment. 

The cities studied were scattered 
throughout the United States, 3 in the 
North and 6 in the South.* They va- 
ried in total population from 45,000 
to 400,000 and in their Negro compo- 
nent from 1,200 to 86,000 individuals. 

Summary analysis of the health ed- 
ucation programs in these 9 selected 
cities, reveals certain fundamental 
weaknesses. Health education of the 
public as carried on by governmental 
and non-governmental agencies show 
the following problems and deficien- 
cies : 

1. Of the 9 cities investigated, only 
2 health departments either had a 
separate division of health education 
or employed a health educator. The 
other 7 had no active comprehensive 

*New London, Conn.; St, Petersburg, Fla.; 
Little Rock, Ark.; Gary, Ind.; Winston-Salem, 


- ©.; Oklahoma City, Okla.; Chester, Pa.; 
Charleston, S, C.; and Houston, Texas. 


health education program for the com- 
munity. 

2. In the 2 cities which had a 
health educator on the staff of their 
health department, their efforts were 
ineffectual because of the load which 
they carried. In Charleston, South 
Carolina, the educator had to cover 
1,000 square miles and service 165,- 
000 persons; while in the other, Little 
Rock, Arkansas, the population en- 
compassed 105,000 individuals. 

3. The health education fostered 
in all of the communities by both the 
governmental and non-governmental 
agencies consisted of the same stereo- 
typed activities which have been in 
use for many years. 

4. No effort is being made in any 
of these communities to evaluate the 
methods used in the health education 
of the public. 

5. The most active and generally 
the only voluntary health agency en- 
gaged in health education in these 
communities was the Tuberculosis As- 
sociation. 

6. All of the Tuberculosis Associa- 
tions fostered health education pro- 
grams in both Negro and white com- 
munities but only 3 of the 9 cities em- 
ployed Negro workers and only 2 had 
Negro representation on their Board 
of Directors. 

School health instruction in these 
cities appears to suffer even more than 
the programs designed for the public 
and the following points may be 
stressed : 

1. There is no uniform pattern in 
the administration of school health 
programs in the 9 cities. Five had 
their whole program under the aegis 
of the board of education, while the 
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other 4 had this responsibility divided 
between the health department and 
the board of education. 

2. There is not one outstanding 
school health instruction program 
among the 9 cities. 

3. Health instruction in the ele- 
mentary schools is left for the most 
part to the whims and fancies of the 
elementary school teacher while this 
is given in homeopathic doses at the 
secondary level. 

4. No efforts are being made to 
provide the teachers with refresher or 
post-graduate programs so that they 
may improve their knowledge and 
methods. 

5. The deficiencies noted are found 
equally among Negro and white 
schools where these are separate units. 


Thus, no matter how we look at 
these 9 cities the situation is quite 
grave. If these communities represent 
in any way the health education pat- 
tern in other cities of similar size in 
the United States, then the conclu- 
sion must be reached that the greater 
portion of our adults and school chil- 
dren, Negroes and whites, are receiv- 
ing little or no health education. 


CoNCLUSIONS 


Health Education of the public has 
been subjected to a great deal of dis- 
eussion but to very little evaluation 
and investigation. It has been allowed 
to develop along a stereotyped pattern 
of lectures, pamphlets, radio talks and 
motion pictures without any effort be- 
ing made to determine whether these 
methods and techniques actually alter 
the attitudes, habits and ideals of the 
people concerned. Thus, today, after 
almost a half a century of activity, we 
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know little about the effectiveness or 
efficacy of the various techniques em- 
ployed. What then have been the 
problems surrounding health educa- 
tion of the public which have pre- 
vented it from developing into an ef- 
fective approach in public health 
practice? The factors are many and 
only a few may be discussed in this 
paper. 

Health Education as such has not 
been sold to legislators in city, state 
and federal governments, and there- 
fore financial support for this impor- 
tant area of activity has been rather 
meager. Because of this, the employ- 
ment of competent personnel and the 
development of effective programs 
have been well nigh impossible. 

Another major deficiency which will 
have to be surmounted has to do with 
personnel. The people who have en- 
gaged in health education of the pub- 
lic are a motley group. Many of them 
have drifted into their jobs without 
adequate preparation and many have 
turned to it because they have failed 
at everything else. Many have neither 
initiative nor imagination. It is only 
recently that the American Public 
Health Association has set up the re- 
quirements for the training of health 
educators and therefore the number 
of competently trained individuals is 
still woefully small. Even with this - 
development and because its ranks are 
greatly diluted with deficient persons 
and personalities the profession of 
health education as yet does not com- 
mand the respect nor provide the lead- 
ership for the community which it 
should and can. 

Health education has not been sub- 
jected to too much research and evalu- 














ation and therefore many questions 
concerning it remain unanswered. 
Health educators have prepared their 
materials in the main by intuition and 
in the light of their own experience 
rather than in that of the audiences 
which they serve. What, for example, 
is the reading capacity of the average 
American? What interests in health 
does he already have? How best can 
his attention be caught and held? 
What media have the highest appeal 
for various groups in the population 
and how effective are the various ap- 
proaches in altering habits and ac- 
tivities among individuals? These 
questions need to be explored and an- 
swered for all forms of pamphlets, let- 
ters, bulletins, posters, newspaper ar- 
ticles, radio programs and motion pic- 
tures. Practically all health education 
of the public in the past has been eval- 
uated in terms of quantity distributed 
and not in terms of what it has done 
for the individual. The physician who 
bases his skill on the number of pre- 
scriptions written and given to pa- 
tients is a charlatan and this also ob- 
tains with even more force for the 
health educator. 

Lastly, little effort has been put 
forth in exploring ways and means to 
reach large segments of the popula- 
tion which at present are not being 
reached and are the sources of many 
of the health problems which are be- 
ing combatted. Health educators have 
all too often emphasized the utiliza- 
tion of preformed groups for their lee- 
tures, distribution of pamphlets, mo- 
tion pictures, etc., and so they have 
more or less restricted their activities 
to such organizations as churches, 
clubs, fraternal organizations and 
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some industrial groups. But very lit- 
tle has been done to approach those 
who seldom belong to these organiza- 
tions. Slum and alley dwellers, the 
denizens of pool rooms, store-front 
churches and other unattached indi- 
viduals are in greater need of health 
education and of more intensive ef- 
forts than health educators have cared 
to put forth. 

The four major difficulties in pub- 
lic health education noted above which 
face the total population also afflict 
the Negro component. Moreover, there 
are at least three additional elements 
which further handicap the approach 
to the Negro population. These fac- 
tors are of significance and should be 
explored. In the early days of health 
education of the public, health depart- 
ments and voluntary health agencies 
without sufficient funds or person- 
nel to do the whole job concentrated 
their efforts in white areas where the 
best showing could be made for the 
benefit of influential people, and 
neglected the Negro community where 
needs were much greater. This philos- 
ophy on the part of many agencies 
has continued to exist. This is not as 
glaring in the field of health educa- 
tion today as it was let us say 15 or 
20 years ago but it still obtains in a 
remarkable degree. 

The lack of adequate health facili- 
ties for Negroes and the attitude of 
many white public health workers to- 
ward them have also been deterrent 
factors in the health education of the 
Negro public. Well staffed and attrac- 
tive clinics, health centers, informa- 
tional bureaus in sufficient numbers 
and easily accessible to the community 
which they serve are invaluable ad- 
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juncts in public health education. 
These are all too often lacking for the 
Negro in many communities. This also 
applies to such matters as inspection 
of restaurants, housing, playgrounds, 
streets and yards, and sanitary facili- 
ties. Such services are quite often not 
provided in the Negro areas, although 
Negroes are expected to develop habits 
and attitudes of cleanliness and good 
sanitary habits. 

The attitude of many public health 
workers be they in official or non- 
official agencies is often of such a 
type as to vitiate any type of health 
education which they offer. The at- 
titude of condescension, or the air of 
superiority, the calling of individuals 
by first names or by appellations such 
as ‘‘aunt’’ and ‘‘uncle’’ and their be- 
lief that the Negro is either simple or 
without morals are some of the factors 
which nullify all too often the best in- 
tentions of any public health worker. 
Even those who boast that their best 
friends are Negroes do not necessarily 
make the best health educators. 

Another impediment to the pub- 
lic health education of the Negro has 
to do with the pattern which has been 
developed by health agencies, particu- 
larly voluntary health agencies, in 
their approach to the Negro. The 
philosophy has been developed that 
for the purposes of health education 
the Negro is not an American but is 
rather foreign to the indigenous eul- 
ture and therefore must be treated 
separately and given special consid- 
eration. As a result of this, Negro 
health education has been set up as a 
sub-specialty of health education and 
many practices have been developed 
to help the Negro which have actually 
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hindered him. For example, Negro 
advisory committees have been set up 
of well intentioned Negro volunteers 
for the purpose of advising trained 
health educators how to approach the 
Negro. Negroes with little or no train- 
ing have been given short exposures 
of six weeks duration to health educa- 
tion training and have been brought 
back to agencies as experts in Negro 
health education. Official and non- 
official health agencies have attempted 
to develop pamphlets, bulletins and 
motion pictures, especially written 
and designed for Negroes. Some of 
the literature has even been written in 
the dialect of a Negro share cropper 
by someone with offices in New York 
City. Even the Federal government 
has fallen prey to this approach. The 
very fact that such a situation has 
been allowed to develop and has been 
perpetrated shows the weakness of the 
basic structure of health education in 
this country. It is interesting to note 
as a contrast that industry has not al- 
lowed itself to be deluded into such 
a ludicrous situation. Negro eonsum- 
ers react to the same types of adver- 
tisements as whites. They buy Beech- 
nut chewing gum, Calvert Whiskey, 
Del-Monte peaches, Buick cars, and 
even Hattie Carnegie suits, not be- 
cause the advertising agencies have 
had Negro advisory committees or Ne- 
gro experts in advertising or especial 
Negro exhibits but because these pub- 
licists have developed their wares to 
appeal to the American mind. These 
industries have not developed a Negro 
Consumer Week and the few Negroes 
whom they have employed and the few 
advertisements in Negro newspapers 
are just tokens to the Negro popula- 
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tion for support of their product. Hol- 
lywood has developed motion pictures 
not in terms of Negroes and whites 
but in terms of universal appeal. Ne- 
groes enjoy such movies as Johnny 
Belinda, Red River, and The Killers 
with the same emotional reactions as 
white men and women. The radio 
shows, the comics, and now television, 
are enjoyed by all without considera- 
tion as to whether they have Negro 
characters or Negro dialects. Negro 
and white newspapers written in good 
English style are read with interest 
by Negroes who can read. If they are 
illiterate, written dialect will be of lit- 
tle help. Public health agencies have 
to accept the simple basic fact that the 
Negro is an American. As such he 
may be poor or well to do, radical or 
reactionary, stupid or clever, aggres- 
sive or submissive, affable or obstrep- 
erous, or receptive or indifferent. He 
will react to environmental stimuli in 
the same fashion as any American be- 
longing to any of these categories. 
Thus there needs to be special health 
education materials not for Negroes 
or white individuals as such but for 
Americans in the various economic, 
social, religious and educational clas- 
sifications found in every community 
throughout the land. Only when this 
concept is accepted in its full meaning 
will the Negro receive the fuller bene- 
fits of health education. 

Health has been listed as the first 
cardinal principle in public school 
education, yet if the cities noted in 
this article are any indication, school 
health instruction in this country is 
weak and ineffective. This applies 
with equal force to programs devel- 


oped for Negro, as well as for white, 
school children. 

The major reasons for these defici- 
encies in school health instruction are 
neither obscure nor complex. First of 
all, the boards of education in this 
country have all too often been com- 
posed of individuals who were some- 
what reactionary in their ideas and 
therefore have not been too aggressive 
in urging the development of good 
programs of health instruction for all 
children in the community. These in- 
dividuals have also looked askance at 
the inclusion of sex education in the 
school curriculum. Secondly, there 
has not been developed in this country 
a good organizational approach to the 
planning and supervision of school 
health programs. In too many cities 
the program has been the joint re- 
sponsibility of two agencies ; one, med- 
ical supervision handled by the health 
department and the other health in- 
struction administered by the board of 
education. Generally there has been 
little coordination between the two. 
This has been a major handicap in the 
development of good health instrue- 
tion in our publie schools. Thirdly, 
the city fathers have held tightly to 
the purse strings so that trained per- 
sonnel in sufficient numbers cannot be 
employed to do an effective job in this 
area. Lastly, the bulk of teachers in 
our schools today have not had the 
training to make them able to provide 
effective health instruction to their 
pupils. Too many teachers have a 
meager fund of scientific information 
about health and health practices and 
all too often their personal habits do 
not serve as examples to their young- 
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sters. To expect these teachers to af- 
fect favorably the habits, attitudes 
and ideals of these impressionable 
young citizens in matters of health is 
to expect almost the impossible. Thus 
there is need for good programs of in- 
struction in teacher training institu- 
tions and a comprehensive in-service 
training program with continuous su- 
pervision for those who are already in 
harness. Only in this manner will the 
level of appreciation for and execu- 
tion of hygiene instruction in the 
schools, particularly the elementary 
grades be raised. 

Summarily, health education and 
school health instruction present chal- 
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lenges which must be met by all mem- 
bers of the community. The deficien- 
cies which affect the Negro commun- 
ity are merely expressions in a lower 
key of those which influence white in- 
dividuals. It is imperative that pub- 
lic health workers discard their bi- 
focal lenses and begin to look at health 
education in the broad light of the in- 
trinsic value of every individual in 
the community. The health educator 
must see to it that every person 
whether he be white or black shall be 
touched by the magic wand of his pro- 
fession so that he may enjoy as com- 
pletely as he can a state of complete 
physical, mental and social well being. 
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THE HEALTH EDUCATION PROGRAMS OF GOVERNMENT AND 
VOLUNTARY AGENCIES 


Roscog C. BRowN 


Health Education Consultant, Chief, Office of Negro Health Work, Public 
Health Service, FSA 


INTRODUCTON 


Comprehensive and extensive health 
education for professional personnel, 
community leaders, and for the gen- 
eral public has long been a neglected 
field. However, health education is 
now being considered and accepted by 
most health agencies and educational 
institutions as a very important me- 
dium in reducing the mounting costs 
of medical care and public health 
services, and producing more healthy 
citizens and more healthful communi- 
ties. Also, there are concomitant eco- 
nomic losses and social defections, 
with implications for the national wel- 
fare. These facts are being better un- 
derstood as functional health educa- 
tion—interpretation of health infor- 
mation—becomes available to com- 
munity leaders and to the people at 
large, the ultimate consumers of gains 
and losses. 

The Negro people of the nation have 
suffered greatly from the lack of ef- 
fective health education. Many of the 
diseases and disabilities which afflict 
the Negro are due to lack of factual, 
useful information, to misinformation, 
indifference in the presence of racial 
handicaps, and, in some cases, to fear 
and superstition. The enlightenment 
now reaching the Negro through 
health agencies, schools, and commu- 
nity organizations is progressively 
removing these impediments and add- 


ing to the total sum of his welfare and 
to the security of his people. 

Among the causes that delayed 
more active participation of Negro 
leaders in movements directed toward 
the Negro as a separate racial group 
in the community was a sense of 
stigma often implied in the separate 
or segregated approach. The publica- 
tion of facts and statistics on the less 
favorable health status of the Negro, 
individually and collectively, usually 
failed to describe the predisposing 
conditions. Often, writers and lec- 
turers did not accurately interpret the 
data on the basis of cause and effect 
in the environment. 

In recent years, as a wholesome race 
consciousness replaced racial sensi- 
tiveness, and self-interest and self- 
help became more apparently essential 
to racial welfare, a new philosophy of 
race relations encouraged the Negro 
leadership to accept responsibility for 
accomplishing by adaptation within 
the race those things which could not 
formerly be achieved by racial inte- 
gration. This philosophy was stated 
succinctly by Dr. C. V. Roman, the 
first editor of the Journal of the Na- 
tional Medical Association, referring 
to the national organization of Negro 
doctors : 


Conceived in no spirit of racial exclusive- 
ness, fostering no ethnic antagonism, but 
born of the exigency of the American en- 
vironment, the National Medical Association 
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has for its object the banding together for 
mutual cooperation and helpfulness of the 
men and women of African descent who are 
legally and honorably engaged in the prac- 
tice of the cognate professions of medicine, 
surgery, dentistry, and pharmacy. 


Some Basic DEFINITIONS 


The now most widely accepted defi- 
nition of health education was formu- 
lated by the Committee on Terminol- 
ogy of the Health Education Section 
of the American Physical Education 
Association in 1934: 

‘‘Health Education is the sum of 
all experiences which favorably influ- 
ence habits, attitudes, and knowledge 
relating to individual, community, 
and racial health.’’ 

Official and voluntary health agen- 
cies are concerned with health educa- 
tion for the general public. 

The official health agencies are pro- 
vided for by Federal, state, or local 
legislation and are supported by pub- 
lie-tax funds. In the Federal Govern- 
ment the official health agency is the 
Public Health Service of the Federal 
Security Agency. The Public Health 
Service is administered by a surgeon 
general with an operating staff of pro- 
fessional and clerical personnel. The 
Public Health Service provides cer- 
tain services and moneys directly to 
the states through the Bureau of State 
Services. 

State, county, and local health 
agencies usually are designated as 
health departments or departments of 
public health. These departments de- 
rive their powers from State and local 
legislative bodies. 

The voluntary health agencies are 
organizations administered by auton- 
omous boards which hold meetings, 
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collect funds chiefly from private 
sources, and expend money in con- 
ducting programs. Activities are di- 
rected primarily toward the further- 
ing of public health by providing 
health services or health education, by 
advancing research or legislation re- 
lated to health, or by a combination 
of these activities.t Most of the na- 
tional voluntary health agencies are 
members of the National Health 
Council. Many of these agencies have 
state branches and some have local 
affiliations. 


GOVERNMENT HEALTH AGENCIES 


The Public Health Service, FSA 

The Public Health Service in co- 
operation with several states set out 
in 1941 to experiment in the methods 
of stimulating individuals to partici- 
pate in the solution of individual and 
community health problems. The 
program began by the assignment of 
persons trained in public health and 
education to work in local health de- 
partments. The tasks of these workers 
were prescribed by the Committee on 
Professional Education of the Ameri- 
can Public Health Association in its 
statement of the functions in health 
education. They were: 

To assist in planning and organiz- 
ing a program of health education 
suitable to the area of assignment. 

To aid the community in organizing 
itself to find and solve its health prob- 
lems. ; 

To assist in promoting, organizing, 
and guiding study programs in health 
for various groups in the community. 

1Selskar M. Gunn and Philip S. Platt, Volun- 
tary Health Agencies, An Interpretive Study. New 
York: The Ronald Press Co., 1945. pp. 15-6, 

2Mayhew Derryberry, Chief, Office of Health 
Education, Public Health Service, Federal Security 


Agency, Public Health Reports, 60:1395-6, N 23, 
194 














To contribute to the improvement 
of the quality of health education of 
the school child through work with 
teachers, supervisors, and administra- 
tors. 

To conduct an informational service 


for the purpose of answering citizens’ 
inquiries about health. 

To prepare, select, assemble, and 
distribute health education materials 
as needed to meet the community 
needs. 

To conduct a speaker’s bureau, con- 
ferences, meetings, and radio pro- 
grams. 

To assist with the in-service train- 
ing of public health personnel. 

To provide for a continuing ap- 
praisal of the health education activi- 
ties. 

As a result of this experiment, the 
Office of Health Education was estab- 
lished in the Public Health Service. 

The Office of Health Education has 
a staff of 28 professional persons, four 
of whom are Negroes— Thomas E. 
Roberson and Edward A. Benjamin, 
Health Education Consultants, Mrs. 
Alma J. Baynard, Senior Assistant 
Sanitarian (R), and the writer. 

The health education program of 
this office includes the evaluation of 
educational materials, surveys of 
available resources, research on prob- 
lems in health education, consultation 
services at Federal and state levels, 
participation in conferences, meetings 
and workshops, and the recruitment, 
training and placement of health edu- 
cation personnel, 

The health educators of the Office 
of Education and the Office of Health 
Education serve as consultants on 
each other’s activities. There is also 
a Negro consultant on child welfare 
services in the Children’s Bureau. 

The Division of Venereal Diseases, 
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Division of Tuberculosis, Division of 
Hospital Facilities, National Cancer 
Institute, National Heart Institute, 
and the Diabetes Control Section, all 
of the Public Health Service, have 
trained health educators on their 
staffs. 

The Public Health Service is pre- 
pared to assist states, on request, in 
appraising their health education 
needs and in developing comprehen- 
sive state plans based on problems and 
resources within the states. 

During recent years, 120 fellow- 
ships for graduate training in health 
education in accredited schools of 
public health have been awarded by 
the Public Health Service with funds 
provided by the Kellogg Foundation 
and the National Foundation for In- 
fantile Paralysis. Fifteen of these 
fellowships were awarded to Negro 
applicants. The Public Health Serv- 
ice has cooperated in the recruitment 
of these fellows and in their placement 
after graduation. 


The Office of Education, FSA 


The Office of Education, another 
unit of the Federal Security Agency, 
has a wide range of activities, includ- 
ing research, field surveys, confer- 
ences, work with organizations and 
committees, advisory services, public 
addresses, administration of educa- 
tional programs, demonstrations, in- 
formation and library services, and 
financial assistance. 

In the area of school health pro- 
grams, the Office of Education per- 
forms its services through most of the 
above methods and procedures. Five 
staff members devote their time to 
school health and physical education. 





380 


Several other individuals in the fields 
of natural science and home economics 
also are working partly in health edu- 
cation. Additional staff members are 
concerned with school health to the 
extent that it relates to their specific 
fields, such as school administration, 
school buildings, handicapped chil- 
dren, guidance, transportation (safe- 
ty), and camping. One specialist deals 
with the professional education of 
physicians, nurses, dentists and phar- 
macists. 

The Office of Education is con- 
cerned with all major areas of the 
school health program: school health 
services, school health education, and 
healthful school living, as these relate 
to elementary, secondary, and higher 
education. In the area of health in- 


struction, the following fields are 
emphasized in the schools: personal 
habits, community living, sanitation, 


nutrition, physical activity, safety 
education, first aid, emotional and 
social health, education for family liv- 
ing, and occupational or industrial 
health. 

Such instruction is available to all 
schools and communities requesting it. 
Consultation on problems particularly 
affecting Negro schools is provided by 
a Negro member of the staff who is 
Specialist for Higher Education of 
Negroes and Adviser on Related Prob- 
lems, Some special programs are held 
in Negro institutions. In March of 
this year a one-week workshop on the 
professional training of teachers in 
health education was carried on at 
Virginia State College in Petersburg 
under the joint sponsorship of the Na- 
tional Tuberculosis Association, the 
Office of Education, and the Public 
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Health Service. Participants repre. 
sented the District of Columbia, Mary- 
land, Virginia, and North Carolina. 


The Extension Service, U.S.D.A. 


Three years ago, the Extension 
Service of the Department of Agri- 
culture launched an educational pro- 
gram on medical care and health serv- 
ices for rural people. The purpose and 
scope of this work are described in a 
brochure on the responsibility of the 
Extension Service for the health of 
rural people.* 

The major emphasis is on com- 
munity organization that will enable 
rural people to plan for and develop 
the health services needed to raise 
personal and community health stand- 
ards. Instead of the former emphasis 
on providing information relating to 
personal health and hygiene, the pres- 
ent emphasis is on organization to 
establish adequate local health and 
medical services, with properly quali- 
fied personnel functioning through 
these services to reach every rural 
family, white and Negro. In the three 
years’ time, nine states and one terri- 
tory—Arkansas, Florida, Illinois, In- 
diana, Kansas, Mississippi, Nebraska, 
North Dakota, Ohio, and Puerto Rico 
—have employed full-time health 
specialists, and four states—Montana, 
New York, South Carolina, and 
Wyoming — part-time health special- 
ists to get this work organized through 
the state extension services of the 
land-grant colleges. A number of 
other states are making preliminary 
plans to employ specialists and have 

®Blin L. Anderson, The Extension Service’s Re- 
sponsibility in Aiding Rural People to Improve 


Their Health and Medical Services. Washington: 
U. S. Department of Agriculture, 1947. pp. 5-7. 
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taken an added interest in rural 
health work. 

In the Southern states particularly, 
the Negro has been included in pre- 
liminary planning for the total ex- 
tension health education program. 
This has been especially true in Mis- 
sissippi and South Carolina. 

The year-round program of the 
Extension Service for promoting bet- 
ter health and nutrition in rural areas 
was further emphasized during Na- 
tional Negro Health Week in April 
with a special drive in many com- 
munities for balanced diets, home im- 
provements and sanitation. This was 
reported in a news release of the De- 
partment of Agriculture by T. M. 
Campbell and John W. Mitchell, field 
agents of the Extension Service. 

Holding nutrition clinics, painting 
and screening of homes, improving the 
water supply, making better provi- 
sions for sewage disposal, and build- 
ing sanitary privies highlighted the 
observance of the Health Week. In 
Mississippi the drive to encourage the 
screening of every home is being con- 
tinued. Of the 88,800 colored farm 
families whose homes extension agents 
assisted in screening in 1946, the most 
recent year for which figures are 
available, 38,000 were in that state. 
North Carolina is continuing its cam- 
paign for the construction of more 
Sanitary privies with concrete floors. 
During recent years, county agents in 
that state have been helping about 
1,000 colored farm families a year to 
construct sanitary toilets. 

Other aspects of the health program 
in 1946 included assisting 100,690 
families with positive preventive 
measures against typhoid, diphtheria, 


HEALTH EDUCATION PROGRAMS 381 


and other diseases; helping 72,000 
families remove fire and accident haz- 
ards; training 31,000 persons in first- 
aid or home nursing; aiding 2,400 
schools in establishing and maintain- 
ing hot lunches; and establishing 646 
nutrition or health clinics. 

These activities indicate the extent 
to which the program of the Extension 
Service is broadening beyond concern 
for field crops and livestock to the 
farm people themselves in order to 
help them attain a more satisfactory 
level of living. More than 800 Negro 
home demonstration agents work on 
this Extension Service program. 

The 4-H Clubs of rural boys and 
girls have also health and physical fit- 
ness activities in their programs. The 
writer was awarded the 4-H Club 
Citation Plaque in January, 1949 ‘‘in 
recognition of outstanding contribu- 
tion to rural health improvement. ’’ 


State and Local Departments of 
Health 


The need of the trained health edu- 
cator in local health departments is 
now recognized, but relatively few are 
available for the important work of 
interpreting the program of the health 
department to the people of the com- 
munity and in interpreting the needs 
of the community for the health 
department — an essential two-way 
process. 

Greater progress is being made in 
health education at the State level. A 
Division of Health Education in the 
State health department is helpful to 
both local and State health programs. 

Georgia has a Division of Health 
Education for Negroes. A Doctor of 
Medicine with a Master’s degree in 
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Public Health is director of this office. 
There is another trained health edu- 
cator on the staff. Others will be added 
as the projected regional plan devel- 
ops. Mississippi has provided seven 
Negroes with scholarships for gradu- 
ate training in health education. Five 
of these are now employed in the State 
and two are teachers in schools. Of 
those employed by the State, three are 
in Negro colleges as instructors in 
health education, and two are working 
with coordinated county health pro- 
grams. 

California, Florida, Illinois, Ken- 
tucky, Louisiana, Maryland, Michi- 
gan, Missouri, New Jersey, North 
Carolina, Pennsylvania, and Texas are 
among the states that have Negro 
physicians and dentists on their staffs 
of the state and/or local departments 
of health. These persons work with 
the Negro population and some with 
white and Negro groups. Their activi- 
ties include health education. 

States may use Federal grant-in-aid 
funds for the training and employ- 
ment of health education personnel. 

A unique community project spon- 
sored by the City of Tulsa, Oklahoma 
Department of Health was the pro- 
duction and distribution of a Negro 
Health Week Stamp (1948 and 1949) 
for promotion of the Health Week 
program in participating communi- 
ties. 

Many other health departments pro- 
vide special services and materials for 
the Health Week. In Virginia, the 
health department uses the Negro 
Organization Society of Virginia to 
reach the Negro population of the 
State. 


ore. 


VouuntTary HEALTH AGENCIES 


Most of the voluntary health agen- 
cies carry on some kind of health edu- 
cation, either with trained health edu- 
eators or with other workers who have 
had some training or experience in 
health education activities. Some 
participate in health education 
through cooperation with official 
health agencies or other organizations 
in the field of health education and 
health services. 

The American Social Hygiene Asso- 
ciation and the National Tuberculosis 
Association have been most active 
with Negro groups in programs of 
health education for the control of the 
venereal diseases and the further re- 
duction of mortality from tubereu- 
losis. Both have trained health edu- 
eators on their staffs. The National 
Tuberculosis Association has Negroes 
on the central staff and many Negroes 
are on the staffs of state and local 
affiliates. The Association has made 
two motion pictures with Negro 
actors, ‘‘Let My People Live’’, and 
‘*A Message from Dorothy Maynor.”’ 

The National Foundation for Infan- 
tile Paralysis, in recognition of the 
prevalence of poliomyelitis among Ne- 
gro children, has a Negro worker as 
Director of Interracial Activities. 

The American Cancer Society, 
American Heart Association, National 
Committee for Mental Hygiene, Na- 
tional Recreation Association, Na- 
tional Society for the Prevention of 
Blindness, National Safety Council, 
and Planned Parenthood Federation 
of America have trained health educa- 
tors who plan and promote programs 
according to the needs of these na- 
tional organizations and their affili- 
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The National Recreation Asso- 


ates. 
ciation and the Planned Parenthood 
Federation have Negroes on the 
national staffs. 


The Boy Scouts of America and the 
Girl Scouts include health education 
and safety in their programs. There 
are Negro workers on all levels of 
these organizations, national, state and 
local. 

The Jeanes Workers of the South- 
ern Education Foundation, who are 
supervisors of rural schools, cooperate 
with the National Health Week move- 
ment in promotion of health activities 
in rural areas. 

The National Organization for Pub- 
lic Health Nursing and other profes- 
sional nursing organizations assist the 
National Association of Colored Grad- 
uate Nurses in the development of 
uniform standards and in efforts to 
secure professional training and ad- 
mission to nursing services. There is 
a Negro member of the board of the 
American Nurses Association, and a 
Negro vice-president of the recently 
organized joint board of the several 
national nursing organizations. 
Health instruction is, of course, a part 
of the duties of the public health 
nurse. 

Among other organizations offering 
health instruction materials are the 
American Dental Association, the 
American Medical Association, and 
their affiliated state and local societies. 
The national organization of Negro 
physicians (the National Medical 
Association) and of Negro dentists 
(the National Dental Association) 
Sponsor occasional lay programs 
through their committees on public 
health activities. 
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The American Red Cross conducts 
health and safety programs for State 
and local branches. Trained health 
educators, doctors and nurses are on 
the Red Cross teams. There are several 
Negroes on the administrative and 
operating staffs of this organization. 


Heatra Activities of OTHER 
ORGANIZATIONS 


Some of the organizations working 
for the general welfare of the Negro, 
including health, housing, employ- 
ment and leisure-time activities in 
their programs, are the National Asso- 
ciation for Advancement of Colored 
People, National Congress of Parents 
and Teachers, National Council of Ne- 
gro Women, National Negro Insur- 
ance Association (one of sponsors of 
the National Negro Health Week 
movement), National Urban League, 
and the Young Men’s and Young 
Women’s Christian Associations. 

The Negro organization of Elks 
(I.B.P.0.E.W.) has a Health Com- 
mission, with an appropriation for its 
activities, which sponsors health edu- 
cation in the national organization 
and local lodges. The Mystic Shrine 
(A.E.A.0.N.M.S.) and the General 
Conference of the African Methodist 
Episcopal Church are planning simi- 
lar programs for their constituent 
organizations. 

The Alpha Kappa Alpha Sorority 
has a National Health Project oper- 
ating on a budget in a national head- 
quarters with a health educator whose 
services are available to local chapters. 
The Delta Sigma Theta Sorority is 
planning a similar program for its 
local chapters. The Omega Psi Phi 
Fraternity has a Social Action Com- 
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mittee with a section on health and 
housing. 

Other organizations in the general 
field of health improvement are the 
National Clean Up — Paint Up — Fix 
Up Bureau which provides printed 
materials, consultation services, and 
demonstrations for communities; the 
National Dairy Council which pre- 
pares and distributes educational 
materials on nutrition and offers the 
personal services of staff members to 
regional Dairy Council units; and the 
Health Division of the Oak Ridge 
National Laboratory which employs a 
Negro nurse to direct its health edu- 
cation work among Negro employees.* 
The Cleveland Health Museum 
specializes in the production and 
demonstration of health exhibits. 

The Julius Rosenwald Fund, one of 
the sponsors of the National Negro 
Health Movement, completed its 25- 
year endowment program in 1948, but 
acknowledgement is made of its very 
large contributions to the training of 
Negro personnel and generous assist- 
ance to health and medical institu- 
tions for Negroes. Planned for lasting 
and permanent values, the Fund’s 
contribution will show increasing 
benefits to the Negro’s health and 
welfare.® 


TRAINING AND EMPLOYMENT OF 
NEGRO PERSONNEL 


The Public Health Service has re- 
eruited and trained a number of phy- 
sicians, dentists, nurses and health 
educators, some of whom are com- 
missioned officers of the Service. 


‘Doris B_ Scott, R.N., National Negro Health 
News, 16: 6-8, JI-S 1948. 

5Edwin Embree and Julia Waxman. Investment 
in People. New York: Harper & Brothers Pub- 
lishers, 1949, pp. 107-31. 


Reference has been made to the 15 
Negroes (about 13 per cent of the 
total trainees) who have received fel- 
lowships made available by founda- 
tions for graduate health education 
training in accredited schools of pub- 
lic health. 

All of the accredited schools of 
public health offering degrees in 
Health Education admit Negroes. 
Most of the colleges of the arts and 
sciences give courses in health and 
physical education, including health 
education, but do not award degrees 
in health education. There is one 
Negro school—the North Carolina 
College, Durham, North Carolina, 
which has courses leading to the de- 
gree of Master in Health Education. 
There were 14 graduates in the Class 
of 1948. One of these is now Health 
Education Consultant in the Office of 
Health Education of the Public 
Health Service. Others are employed 
in health departments, voluntary 
health agencies, and schools. 

The School of Medicine of Howard 
University and Meharry Medical Col- 
lege do not offer degrees in public 
health, but both have departments of 
public health which include health 
education in their courses of instruc- 
tion. 

The National Foundation for In- 
fantile Paralysis and the National 
Tuberculosis Association, in coopera- 
tion with state affiliates, have provided 
training for a number of Negroes. 
The American Cancer Society has 
made fellowship awards to Negro ap- 
plicants. Some of these agencies have 
Negroes on their staffs. In the North- 
ern states they are integrated with the 
regular staffs and do not serve Ne- 
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groes aS a separate group except 
where there are special problems in 
areas of concentrated Negro popula- 
tion. 

(Other training and employment of 
Negroes for health education and 
health services has been referred to 
under the heading, ‘‘State and Local 
Departments of Health.’’) 

From available information, it is 
estimated that there are 100 or more 
Negroes employed in various health 
services, not including clinicians, pub- 
lic health nurses, and teachers. 


Tue NATIONAL NEaRo HEALTH WEEK 
MovEMENT 


The National Negro Health Week 
was established in 1915 at Tuskegee 
Institute by the late Booker T. Wash- 
ington and was the last of the national 
organizations which he directly estab- 
lished or fostered. Dr. Washington 
conceived the idea of a national week 
of health education among Negroes 
from observance of the Negro Organi- 
zation Society of Virginia which spon- 
sored an annual state-wide clean-up 
campaign. The National Negro Health 
Week has become a living memorial to 
its founder. 

As the Health Week grew in extent 
and in demands upon Tuskegee Insti- 
tute, a Health Week Conference was 
held in Washington on March 19, 
1929, which resulted in a resolution 
that the Health Week be established 
on a year-round basis and that sup- 
port be secured from interested 
sources. At the Annual Health Week 
Conference, October 29, 1930, in 
Washington, definite action was taken 
and an executive committee was ap- 
pointed to prepare the program, 
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budget, and plan of procedure. The 
executive committee was composed of 
a representative from each of the 
sponsoring organizations: Tuskegee 
Institute, Howard University, the Na- 
tional Medical Association, the Na- 
tional Negro Insurance Association, 
and the United States Public Health 
Service. 


SuagEstepD YEAR-ROUND PRoGRAM 


The following program was recom- 
mended for the National Negro Health 
Movement : 

1. Consultation with state health officers 
to learn first-hand the public health problems 
relating to the colored population. 

2. Contact with state and local Negro 
organizations to secure their aid in further- 
ing movements for the protection and pro- 
motion of the health of the Negro. 

3. Stimulation of the employment of Ne- 
gro public health personnel, including doc- 
tors and nurses, by state and local health 
departments and other agencies. 

4, Consistent efforts to elevate the stand- 
ards of training for Negro nurses and to 
induce persons with good educational back- 
ground and aptitude to fit themselves for 
public health work. 

5. Special efforts to emphasize health 
work in Negro schools. 

6. Maintenance of a register of speakers 
qualified to give talks on public health sub- 
jects. 

7. Establishment in the central office of 
the National Negro Health Movement of a 
list of qualified Negro health workers for 
the information of state and local health 
authorities or others who desire to secure 
the services of such persons. 

8. The development of a depository of 
health information relating to the colored 
population. 

9. Analysis of census data and vital sta- 
tistics to determine the distribution of popu- 
lation and the nature and extent of health 
problems. 

10. Promotion of the National Negro 
Health Week as a period for emphasis on 
the general health status of the Negro popu- 
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lation and the program for health improve- 
ment. 


Howard University offered head- 
quarters for the year-round movement 
and designated the Department of 
Bacteriology, Preventive Medicine 
and Public Health of the School of 
Medicine as the specific source of co- 
operation. 

National Negro Health Movement 
was chosen for the title of the year- 
round organization to be conducted 
under the auspices of the executive 
committee of the sponsoring organi- 
zations. 

The Julius Rosenwald Fund in- 
cluded the National Negro Health 
Movement in its budget during the 
period of promotion and establish- 
ment of the movement. Tuskegee Insti- 
tute, Howard University, and the 
National Medical Association also 
made contributions for specific pur- 
poses. 

Since July 1, 1932, the Public 
Health Service has provided quarters 
and operating facilities, and since 
1934 there has been a director with 
the title of Health Education Con- 
sultant, who is Chief of the Office of 
Negro Health Work. The office per- 
sonnel includes a clerical and steno- 
graphic assistant. 

A bulletin to supply current infor- 
mation on matters of Negro health is 
provided for in National Negro 
Health News, published quarterly by 
the Office of Negro Health Work in 
the Public Health Service. 


ACHIEVEMENT 


Information in reports from states, 
counties, and cities shows convincing- 
ly the success of the Health Week pro- 
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gram with the ultimate consumer of 
health information and service by 
‘letting down your buckets where 
you are,’’ to quote again the homely, 
but sound advice of Booker Washing- 
ton. 


SUMMARY OF 1948 NATIONAL NEGRO HEALTH 
WEEK ReEportTs* 


Number of States and Territories 


Participates —_____._.._.. 36 
Number of Communities 
Partcatng — ———___..__ 12,000 
Clean-up: 
Number of places (homes and 
lots) 200,000 





Number of insect-rodent- 



































control activities -—-—..._.... 50,000 
Number of outhouses improved 

or consttustes:. ——_______.. 3,500 
Number of paint-up projects. 7,500 
Number of plant-and-flower 

projects 25,000 
Number of clean-up activities 

not under other headings........ 20,000 

Educational: 

Number of lectures_._.......-....-.. 12,000 
Attendance 3,500,000 
Number of sermons 10,000 
Attendance 3,500,000 
Number of radio talks —--.... 600 
Number of pieces of literature 
distributed 1,000,000 
Number of newspaper articles_... 2,000 
Number of motion pictures... 2,000 
Attendance 350,000 
Number of health exhibits... 2,500 
Attendance 750,000 
Practical: 
Number of clinics —............- 3,000 
Attendance 150,000 
Number of plays, pageants, 
games, etc. 3,500 
Attendance 400,000 

Field Service: 

Number awarding local prizes... 100 
Number of States -...........-..... 18 
Number of localities —. 27 
Namber: of dave: ______....__. 84 
Number of organizations served 75 
Number of lectures and 

OOM OMARONN itn 200 


6Roscoe ©. Brown, Editor, National Negro 
Health News, 16:3, pp. 1-5, JI-S 1948. 


Remarkable progress has been made 
in the attainment of the 10 objectives 
of the National Negro Health Move- 
ment program. As a result of the 
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stimulus of the various activities of 
the Health Week movement, many 
communities have benefitted from 
better sanitation and housing, the 
provision of health centers, hospitals 
and other health facilities, and the 
training and employment of health 
personnel. 

Interracial interest, conference and 
cooperation in many communities and 
states have been translated into defi- 
nite planning and concrete action. 
‘‘The principle of participation’’ of 
a group to be helped in the plans and 
services of such assistance, through 
representatives chosen from the 
group, has been receiving the consid- 
eration it deserves. 


There is a definite and encouraging 
trend toward integration of the Negro 
in all phases of community, state, and 
national life. As this desirable and 
democratic trend proceeds, the need 
for separate programs and procedures 
will recede. 


CONCLUSION 


The health education programs of 
Government and voluntary health 
agencies have made and are making 
substantial contributions to the health 
of the nation. But the small number 
of schools offering accredited training 
in health education, and the limited 
means and facilities of all agencies for 
adequate health education programs 
must be greatly augmented if health 
knowledge and health services for the 
prevention of disease and the promo- 
tion of better health and longer life 


are to be made available to all people 
who need them. 

The Negro is receiving an increas- 
ing share of available health infor- 
mation and health services through 
agencies and organizations that con- 
sciously consider his greater need. 
And in many instances, more oppor- 
tunities are being provided for the 
training and use of qualified Negro 
men and women in positions of leader- 
ship with commensurate responsi- 
bility. 

However, there still is a lack of 
knowledge of what is available in 
health education and health services 
to the Negro as well as to other people 
in local communities, the States, and 
the Nation. More initiative and enter- 
prise would reveal opportunities for 
larger participation in existing health 
programs. Communications addressed 
to National and State agencies in the 
field of public health would secure 
much helpful information and ac- 
quaint these agencies with the inter- 
ests and wishes of inquirers. Often 
personal interviews and requests for 
participation in meetings and other 
activities follow this manifestation of 
interest. 

Since the Negro has a great need for 
assistance in overcoming handicaps to 
his health and attendant general wel- 
fare, he should be more conscious of 
the possibilities in progressive health 
education and more alert to each and 
every opportunity that would make 
him an integral part of all that is 
offered for enlightenment and ad- 
vancement. 





CHAPTER XXII 
THE CHILDREN’S BUREAU AND HEALTH EDUCATION 


KATHARINE F. LENROOT 
Chief, Children’s Bureau, Social Security Administration, FSA 


Health education is woven into 
every phase of the health services of 
the Children’s Bureau of the Federal 
Security Agency. The act of Congress 
that created the Bureau authorized it 
to ‘‘investigate and report .. . upon 
all matters pertaining to the welfare 
of children and child life among all 
classes of our people. . .”’ 

The Bureau’s first study was of 
why so many babies died. It was soon 
followed by the publication of two 
booklets for fathers and mothers, Pre- 
natal Care and Infant Care, to take 
to thousands of parents, especially 
those living in isolated places, knowl- 
edge about care of mothers during 
childbirth and of babies during their 
first year. The booklets were part of 
the Bureau’s campaign to reduce in- 
fant mortality, then alarmingly high 
in the United States. Since those 
early years the series has grown to 
five booklets distributed to millions 
and is the chief channel of communi- 
cation between the Bureau and the 
parents of the country. It is the 
Bureau’s most easily recognized health 
education. 

Another outstanding aspect of the 
Bureau’s health education is seen in 
its maternal and child health serv- 
ices and services for crippled children 
authorized by the Social Security Act, 
passed in 1935 and amended in 1939 
and 1946. Health education is co- 
ordinated with the services that reach 
mothers and children in maternity 
clinics, child-health conferences (in 


some places called well-child clinics), 
hospitals, and their own homes 
(brought there usually by a public- 
health nurse), that reach children in 
school, and that reach crippled chil- 
dren during the various phases of 
medical-care programs. 

Health education offered along with 
health services has an excellent chance 
to hit its mark. Giving services cre- 
ates opportunities to explain their 
value to people who have had little ex- 
perience with medical care in any 
form. While getting services is a good 
time for people to learn the advan- 
tages of seeking medical services early 
instead of delaying until illness has 
become serious. It is a good time to 
replace their fear of doctors and hos- 
pitals, if they have it, with a knowl- 
edge of ways to avoid ill-health. 


EDUCATION COMBINED WITH SERVICE 


The Children’s Bureau, in other 
words, has no ‘‘health education pro- 
gram’’ separate from its whole work, 
nor any ‘‘division of health educa- 
tion,’’ nor any ‘‘health educators’’ on 
its staff. Its health education is car- 
ried on by a coordination of profes- 
sional workers in many fields—phy- 
sicians, public-health nurses, dentists, 
medical social workers, physical thera- 
pists, and others. However, the social 
security funds granted to states 
through the Bureau on the basis of 
state plans submitted for approval can 
be used, and are used in some states, 
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to finance formal programs of ‘‘ health 
education.’”’ 

Two points should be noted in con- 
nection with health education as a 
part of organized health services. 
First, the Children’s Bureau does not 
give any health services direct. The 
states provide health services through 
maternal and child health divisions in 
their departments of health and state 
crippled children’s agencies. Chil- 
dren’s Bureau consultants help these 
divisions plan their programs with 
vision and determine how to carry out 
their plans effectively. Federal funds 
through the Bureau supplement state 
funds and the funds of local communi- 
ties. The state departments of health, 
in turn, do most of their work through 
local health agencies—advising them, 
stimulating them to improve and ex- 
pand their services, and financing 
them partly, when necessary. 

All the states, the District of Co- 
lumbia, Alaska, Hawaii, Puerto Rico, 
and the Virgin Islands receive these 
Federal grants through the Bureau. 
Extension of the Social Security Act 
to the Virgin Islands—and so to bene- 
fit many Negro children—is the most 
recent change in coverage of that act. 
It became effective January 1, 1947. 

Second, the Children’s Bureau is 
interested in bettering health services 
for children in general, not only serv- 
ices supported by public funds. What- 
ever the sponsorship of a public-health 
organization, public or private, the 
organization may seek the Bureau’s 
advice. The same is true of individual 
practitioners in their search for infor- 
mation or advice on how to serve chil- 
dren according to the best medical 
knowledge of the day. 
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ACADEMY OF PEDIATRICS FINDINGS 


The staff of the Bureau realizes, of 
course, that all children in the United 
States do not get health services equal- 
ly. Child Health Services and Pedi- 
atric Education, the report of the 
American Academy of Pediatrics on 
its recently finished three-year study, 
in which the Children’s Bureau and 
the Public Health Service cooperated, 
states some of the reasons for the dis- 
advantages children suffer in health 
care. The report of this searching, au- 
thoritative study says: 


Throughout the study we have recognized 
the inferior position of children in minority 
groups with respect to medical care. Chil‘ 
dren of migrant workers and children of 
certain racial groups have special problems. 
They belong to the low-income group, thus 
often being excluded from private practice. 
Moreover, hospitals and clinics to which they 
would be eligible on the basis of their eco- 
nomic status are frequently closed to them 
because of admission policies based on resi- 
dence or race. 

One aim of the study has been to point 
up these inadequacies of care where they 
exist; but unfortunately, even for Negroes, 
it has not been possible to fulfill this pur- 
pose. Many hospitals, clinics, and community 
health services do not keep records by race. 
The physicians’ and dentists’ questionnaires 
were made as simple as possible in order to 
encourage their return. A question on race 
of patient would have complicated the ques- 
tionnaire to a point where its usefulness 
would have been jeopardized. For the coun- 
try as a whole, therefore, we have no knowl- 
edge of the amount of care received by non- 
white children, either from physicians or 
from hospitals and clinics. For a few states 
data were obtained on services for white 
and nonwhite children provided by hospitals 
and by community health agencies. Also the 
number of practicing physicians and dentists 
who are nonwhite is known for all but a few 
states and appears in detail in the Supple- 
ment. Such information as was available 
was returned to the states for their own 
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use. It is hoped that individual state re- 
ports will emphasize available local knowl- 
edge on the provision of care for children 
in minority groups. 


Some of the disadvantages in health 
services grow out of the location of 
the places in which children live. The 
Academy of Pediatrics in summariz- 
ing its report says: 

Another broad generalization is inescap- 
able. Children in outlying areas far removed 
from the medical centers usually found in 
the metropolitan areas do not receive the 
full benefits of modern medical care. Within 
few fields of human endeavor has such re- 
markable progress been made within the last 
generation as in medical science. New diag- 
nostic techniques and new life-saving drugs 
have increased the opportunities for health 
and length of life. Never before has the in- 
fant mortality of the United States been 
lower or childhood disease more under con- 
trol. Medical centers have increased in num- 
ber and have widened the area of their serv- 
ices. Yet there is a time lag, and a serious 
one, between the newer knowledge of the 
medical center and its application to those 
living in places from which the medical cen- 
ter cannot be readily reached. For all the 
aspects of health services which fell within 
the scope of this study, deficiencies appeared 
in those counties which we have classified as 
isolated. And it must not be assumed that 
these isolated counties are all wide-open 
spaces sparsely populated—13,000,000 chil- 
dren, one third of the total child population, 
live in these counties.” 


EDUCATION IN A HEALTH CENTER 


As evidence of its concern for a 
group of mothers and children who 
are at a disadvantage in health serv- 
ices the Bureau until recently had on 
its staff a pediatrician, Dr. Walter H. 
Maddux, who spent much of his time 
on the post-graduate education in 

1Committee for the Study of Child Health Serv- 
ic: acts cok Daaaes Bee eee 


York: Commonwealth Fund, 1949. p. 20. 
2Tbid., p. 254, 
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pediatrics of Negro physicians, with 
the goal of raising the quality of med- 
ical care Negro children receive. But 
in this chapter we are concerned with 
the health education that reaches indi- 
vidual parents and families, and we 
shall speak only of the work of Dr. 
Maddux as medical director of the 
Herman G. Morgan Health Center in 
Indianapolis. 

The center has prenatal, well-baby, 
immunization, nutrition, dental- 
health, and tuberculosis-control serv- 
ices and health examinations. It is a 


regular part of the City Board of 


Health and Hospitals under the health 
officer of Indianapolis, Dr. Gerald F. 
Kempf. But it is a center with a dif. 
ference. The difference is two-fold— 
the physical background and the in- 
tense effort to coordinate health serv- 
ices and health education. 


The Background 


The center is in Flanner House, a 
50-year-old social settlement close to 
the business district of Indianapolis. 
Crowded into deplorably bad slums in 
this section are great numbers of Ne- 
gro families of low income. Most of 
them have come from rural parts of 
the South. The aim of Flanner House 
has been to help these people learn to 
improve their living conditions—hous- 
ing, earning, homemaking, recreation 
—by their own efforts. 

It is a ‘‘self-help’’ program found- 
ed on all that leads to health. Some 
city clinics have always been located 
in Flanner House, but their work was 
unrelated. A real health center was 
needed to raise the whole level of 
health of the neighborhood. 


About 8 years ago the city helped 














THE CHILDREN’S BUREAU AND HEALTH EDUCATION 


Flanner House acquire property for 
new buildings. On the tract were the 
ruins of an old factory—-piles of loose 
bricks that were a building asset. 
Hundreds of friends of Flanner 
House, Negro and white, including a 
work camp of the American Friends 
Service Committee, worked together 
to clean the bricks. Thus, built into 
the walls of the health center as well 
as of other buildings of the settlement 
is a spirit of friendship for the peo- 
ple of the neighborhood. 


The Health Center 

This is not a Negro health center. 
It is open to all. The services are for 
the people of the district on the same 
basis as are the clinical services in any 
part of the city. 

Various agencies cooperating helped 
to plan, build, and get the center 
working—the Indianapolis Board of 
Health, City Council, Indianapolis 
Foundation, Federal Works Agency, 
State Board of Health, and the Chil- 
dren’s Bureau. The Bureau’s contri- 
bution was chiefly giving the services 
of Dr. Maddux as medical director. 

One of the center’s staunchest sup- 
porters during its establishment was 
Dr. Morgan, health officer of India- 
napolis, who died soon after the center 
opened. His name given to the center 
reminds those who go there of his deep 
interest. 


The Health Program 
The goal of the center is to help the 
people who seek its services to under- 
stand what health is—that it is not 
only the absence of illness or ailments 
but the presence of physical well-being 
combined with the knowledge of how 


to protect that well-being. Most of the 
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people had had little or no contact 
with doctors or health services. They 
did not know what to expect of them 
or what part they themselves had to 
take in getting well or keeping well. 
They had to learn a health pattern. 

The family was made the unit for 
health services and education. All 
members were given physical exami- 
nations and full reports were pre- 
pared on the health status of each one. 
(If later they should consult a pri- 
vate physician they could give him 
permission to see the records.) All 
examinations, treatments, and advice 
had their educational side. Patients 
learned the possible uses of the infor- 
mation gained by the medical staff 
from examinations and how it could 
be made more valuable, perhaps, by 
adding other information found out 
from other clinical services. 

The staff of the center worked to 
dislodge superstitions that blocked the 
paths to health and worked to plant 
instead in the minds of the people 
who came the knowledge that they 
could use health services as tools to 
mend some of the conditions under 
which they lived. 


PUBLICATIONS FOR PARENTS 


The core of the Children’s Bureau 
health education is a series of five 
booklets for parents, planned to help 
mothers and fathers do a good job of 
bringing up their children. Supple- 
menting the booklets, five leaflets con- 
tain somewhat the same information 
greatly condensed and simplified. 

The five booklets translate into di- 
rect, usable information the findings 
of research workers who study the 
way children develop. That transla- 
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tion makes it possible for mothers and 
fathers to put to work these facts that 
are valueless unless they benefit flesh- 
and-blood children. 

These bulletins, as we have already 
said, are the main channel of com- 
munication between the Bureau and 
the parents of today’s 45 million 
American children under 18 years of 
age. It is a two-way communication 
because the Bureau receives more than 
a quarter of a million letters a year, 
many of them from parents. Some of 
the letters can be answered by send- 
ing one of the bulletins or folders but 
many others need, and get, a reply 
from one of the Bureau’s experts. 

Written by subject-matter special- 
ists, each booklet is reviewed in ad- 
vance of publication by one of the Bu- 
reau’s advisory committees, notably 
the advisory committee on obstetrics 
or the advisory committee on pedi- 
atrics. The aim of the Bureau in is- 
suing the booklets is to distill out of 
current experience and research of 
physicians and public-health nurses 
the ideas that will be most helpful to 
parents. Most of the publications have 
a long history in print but they are 
kept up to date by frequent revision. 


The Bulletins 


This strong link between the Bu- 
reau and the parents of the country 
covers five periods in a child’s devel- 
opment. The series consists of: Pre- 
natal Care, Infant Care, Your Child 
from One to Six, Your Child from Six 
to Twelve, and Guiding the Adoles- 
cent. 


Prenatal Care, revised many times 
in its 30 years of use, has just ap- 
peared in a completely new edition. 
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The latest edition covers a wider 
range than the earlier ones.. When it 
appeared in 1913 it stressed chiefly 
the need of medical care during preg- 
nancy. At that time most women had 
a doctor for delivery only, unless com- 
plications arose. 


Medical care is still stressed but as 
complete ‘‘maternity care’’ including 
medical supervision from early preg- 
nancy through the birth of the baby 
and for several weeks after. The text 
covers more than physical health. It 
shows how important are the emotion- 
al reactions of both father and mother 
to the pregnancy and to the coming 
baby. Also important are their coop- 
eration with the doctor and their 
planning for the child. 

Everything has been done to make 
the booklet useful—including a glos- 
sary of medical and technical terms 
that the doctor will use and that are 
used in the booklet. This will help 
parents understand their doctors bet- 
ter and so be able to talk with them 
more freely. 

Infant Care, first issued in 1914, 
has exceeded any other Government 
publication in sustained popularity. 
In its 35 years of life in print almost 
24 million copies have been distrib- 
uted (to Prenatal Care’s 10 million). 
Last year enough copies went out to 
reach one out of every two mothers 
of new-born babies. 

If you were to review the seven 
major editions of this ‘‘baby book,’’ 
you would see the history of change 
in child care. In the old editions the 
major emphasis is on physical health. 
The last edition, dated 1945, intro- 
duces the value of mental-hygiene 
knowledge in giving a baby a good 














THE CHILDREN’S BUREAU AND HEALTH EDUCATION 


start. From this edition on, as knowl- 
edge about helping mothers and fath- 
ers to apply mental-hygiene principles 
becomes surer, more and more on emo- 
tional health will appear in the pages 
of Infant Care. 

Your Child From One To Siz, is- 
sued first in 1918, was entirely re- 
written in 1945. The new edition 
stresses the child’s emotional develop- 
ment and his relations with others in 
the family. The security that comes 
to a child from the knowledge that 
he is loved is held to be a most impor- 
tant factor in his well-being. "What 
matters is not only what is done for 
a child but also how it is done. The 
booklet has a chapter on how to an- 
swer many of the unexpectedly pene- 
trating questions children under 6 can 
put to adults. 

Your Child From Siz To Twelve 
is the newest of the series, issued in 
1949. This period of childhood is cov- 
ered by few other publications on 
child care. A child between 6 and 12 
is still close to his parents but he is 
striking out for himself, making 
friends, and exploring his world. He 
is on his way to becoming a self-di- 
rected, self-motivated individual. This 
booklet aims to help his parents help 
him to make a good change over from 
a family-centered young child to a 
child making friends with a much 
wider circle. 

Guiding the Adolescent, first issued 
in 1933, gives parents advice about 
their boys and girls of teen age. It 
helps them understand that as the 
child grows older he does not become 
independent all at once. Parents 
should sense in what ways he is still 
very young and in what ways he is 
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ready to make adult decisions. They 
should know how to replace care and 
management with tactful, good-hu- 
mored, almost imperceptible guidance. 


The Leaflets 


From the booklets just described 
and other sources, texts for pocket- 
sized, simply written, inviting-to-read, 
practical folders have been prepared. 
Four were published first from 13 to 
15 years ago but are frequently re- 
vised. The fifth was issued in 1948. 


So You’re Expecting a Baby tells 
what a mother can do to take good 
eare of her baby before he is born just 
as she intends to do after he is born. 
That way is to take good care of her- 
self. 

Breast Feeding tells mothers that 
breast feeding is the natural and the 
best way to give a baby the food he 
needs. The leaflet tells how to do it 
successfully. 

Your Well Baby suggests to par- 
ents how to build the best possible 
foundation for their child’s life in the 
good health habits that root during 
babyhood. 

Into Childhood tells parents about 
the transition stage from babyhood 
into walking and talking childhood. 
This is the period when a child begins 
to do more and more for himself, and 
parents do best when they help him 
try new experiences as soon as he 
wants to. 

Foods Your Children Need, issued 
in cooperation with the Bureau of 
Human Nutrition and Home Eco- 
nomics, U. S. Department of Agricul- 
ture, gives information on food and 
eating habits. 
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OTHER CHANNELS OF COMMUNICATION 


The Children’s Bureau uses other 
means than the printed page and 
clinic contacts to reach parents with 
information about keeping children 
well. 

The Bureau has, for example, co- 
operated recently with one of the state 
health departments in making films on 
phases of child health. The Virginia 
State Department of Health has al- 
ready issued two of these motion pic- 
tures, in behalf of all state and terri- 
torial health departments, and will is- 
sue a third later. All state depart- 
ments of health have prints of the 
films to lend to organizations for 
screening at local meetings. 

Starting Line is on the care of pre- 
mature babies. This film tells its audi- 
ences that about half of aH babies who 
die during the first month of life are 
prematurely born. Many could be 
saved by specialized care. One state 
department of health — Illinois — is 
providing this care for babies born in 
one area of the state in small general 
hospitals and taken to a center staffed 
and equipped to give them the care 
they need. The center takes a baby 
through his difficult start until he is 
ready to be taken home and cared for 
by his mother, with the help of a pub- 
lic health nurse as long as necessary. 
Eventually Lllinois hopes to have a 
network of these centers throughout 
the state within reach of all babies 
needing this specialized care. 

We See Them Through shows how 
Rhode Island’s state health depart- 
ment carries out its program for chil- 
dren suffering from rheumatic fever. 
The film shows care of young patients 
through the acute stage and during 
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the long convalescence. Audiences 
learn of the great need for these pro- 
grams because rheumatic fever kills 
more school-age children in the United 
States than any other disease. For 
every child who dies of it, many more 
suffer drawn-out attacks lasting sev- 
eral months. Little is known of the 
cause of the disease or how to prevent 
it. But its treatment has become more 
effective under a program that coordi- 
nates the best medical, nursing, medi- 
eal social, and other skills. 

First As A Child is in the process 
of making. It will tell the story of 
how local crippled children’s services 
are concerned as much with the emo- 
tional and social factors in the life of 
a crippled child as with his physical 
impairment. 


Toe Two HEALTH SERVICES 


In every part of the two health 
services for which the states receive 
Federal funds through the Children’s 
Bureau are opportunities for health 
education, as we have said. This will 
be seen in a brief summary of these 
services. 

In August 1946, Congress increased 
appropriations for maternal and child 
health services from $5.8 million to 
$11 million, and for services for crip- 
pled children from $3.9 million to 
$7.5 million. (The Children’s Bureau 
also administers grants for a third 
program—child welfare services.) 

Federal grants to the states are an 
addition to, not a substitute for, the 
sums that states and local communi- 
ties expend. To be entitled to Federal 
aid, states must spend some of their 
own money, the amount varying with 
the program. Each state determines, 
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within the broad requirements of the 
Social Security Act, how the Federal 
money is to be spent, preparing a plan 
that it submits to the Children’s Bu- 
reau for approval. The Bureau is re- 
sponsible for approving state plans 
and for seeing that the requirements 
of the Social Security Act are met. 


Maternal and Child Health Services 


Each state’s share in the $11 mil- 
lion earmarked for maternal and child 
health services is affected by the num- 
ber of live births in the state in rela- 
tion to the total number of live births 
in the country, and by the state’s need 
for help in providing services. To take 
full advantage of the Federal grants, 
states must match half of the $11 mil- 
lion. Part of the remaining half is 
used for special projects of national 
significance and to meet emergencies. 

Most of the services provided by 
state and local health departments for 
mothers and children are health pro- 
motion services; that is, their purpose 
is to help mothers and children keep 
well. In limited ways, almost all the 
states also provide treatment for some 
expectant mothers and sick children. 
Typical services are prenatal clinics, 
public health nursing services, well- 
child clinics, immunization, and ex- 
aminations of school children by phy- 
Sicians and dentists. 

Essential as these maternal and 
child health services are, they reach 
relatively few mothers and children. 
Prenatal medical services provided 
under the supervision of state health 
agencies, for instance, were given to 
only 152,000 in 1947. About 234,000 
mothers received nursing services dur- 
ing pregnancy, some 40,000 received 
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portpartum medical examinations, 
and some 215,000 received postpartum 
nursing service. 

A total of 561,000 infants and pre- 
school children received medical serv- 
ices in 1947. Public health nursing 
services reached 1,010,000 infants and 
preschool children. 


Physicians’ examinations of school 
children numbered 1,862,000 in 1947, 
and public health nursing visits to- 
taled 2,200,000 for school children. 

Immunizations for smallpox totaled 
2,066,000 in 1947, and for diphtheria 
1,587,000. 

About 55,000 preschool children 
and 1,600,000 school children received 
inspections by dentists or dental hy- 
gienists in 1947. 

Reports from organized health units 
in 45 states and the District of Co- 
lumbia, serving 74 per cent of the pop- 
ulation of the continental United 
States, show that medical maternity 
clinics were held at least monthly in 
1,744 centers in these areas in 1947. 
Medical well-child conferences were 
held at least monthly in 3,481 centers. 
Corrective dental service was pro- 
vided to preschool children in 335 
counties or cities and to school chil- 
dren in 525. These services were pro- 
vided on a free or part-pay basis by 
official health agencies, other official 
agencies, or voluntary agencies. 

We, as a people, have far to go if all 
mothers and children needing services 
are to be as well served as are those in 
a few communities. 

Examples of projects financed in 
whole or in part by funds alloted by 
the Children’s Bureau because the 
projects have regional or national sig- 
nificance, show the possibilities of 
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these projects as a background for 
health education. Several states pro- 
vide as demonstration projects medi- 
eal and hospital care for a few ma- 
ternity patients. Last year’s special 
projects included a program in Ala- 
bama that cared for Negro mothers; 
another in Florida that provided care 
in an area where there are many mi- 
grant farm workers. A project in 
South Carolina served tuberculous ex- 
pectant mothers. In Kentucky, the 
state health department administered 
a rural maternity hospital at which 
some 500 patients were delivered last 
year. 

Five states—Illinois, Colorado, Ha- 
waii, Louisiana, and Maryland—gave 
complete medical and hospital care for 
a limited number of premature in- 
fants. 

Some states were providing RH 
blood typing for maternity patients 
—a new trend in maternal and child 
health programs. 

For the preschool child, Massachu- 
setts developed a project to provide 
data on the cost of providing all the 
medical services needed by children of 
a group of war veterans. A project 
for complete pediatric care for chil- 
dren in one small area in Washington, 
D. C., operated with Federal funds. 
Three states — Delaware, Kentucky, 
and Tennessee—each provided com- 
plete dental care to children in a lim- 
ited area. 


Services For Crippled Children 


Federal appropriations to assist in 
the development of services for crip- 
pled children total $7.5 million a year. 
States share in this amount according 
to the number of children under 21 
years of age, the financial need for 
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assistance in carrying out their pro- 
grams, and the relative size of their 
population of rural children. To take 
full advantage of the Federal grants 
the states must match half of the $7.5 
million, A portion of the unmatched 
half is reserved for special projects. 

All states provide a range of serv- 
ices that includes locating crippled 
children; diagnosing their crippling 
condition; maintaining a register of 
crippled children in the state, provid- 
ing or locating skilled care for them 
in hospitals, convalescent and foster 
homes, and in their own homes; and 
cooperating with agencies and profes- 
sional groups concerned with the care 
and training of crippled children. No 
state has funds sufficient to do this 
comprehensive job for all handicapped 
children. The children most common- 
ly served are those with handicapping 
conditions that require orthopedic or 
plastic treatment. 

The number of children on the dif- 
ferent state registers varies widely. A 
ehild is eligible for registration if he 
has a type of crippling for which, ac- 
cording to the state plan, children 
may be accepted for care by the offi- 
cial state agency and if he has had his 
crippling condition diagnosed by a 
licensed physician. Since the begin- 
ning of the Federal grant-in-aid pro- 
gram, the number on state registers 
has increased as state programs have 
improved and expanded. 

At the close of 1947, 486,000 chil- 
dren were registered in the 48 states, 
the District of Columbia, Alaska, Ha- 
waii, and Puerto Rico and for one 
quarter for the Virgin Islands. This 
represented an average of 10 children 
per 1,000 population under age 21. 
Children receiving diagnostic or 
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treatment service at crippled chil- 
dren’s clinics totaled nearly 122,000 
in 1947; 29,000 were hospitalized ; 4,- 
800 received convalescent-home care ; 
and more than 850 received foster- 
home care. Approximately 1,300,000 
days of care were provided in hospi- 
tals, 479,000 in convalescent homes, 
and 89,000 in foster homes. 


The gap between the number of 
children needing care and the number 
receiving it is still great and will con- 
tinue to be so until more funds are 
appropriated. 

Twenty-four states have programs 
for the care of children with rheu- 
matic fever or rheumatic heart dis- 
ease, but few are statewide. The states 
with programs are: Arizona, Arkan- 
sas, California, Connecticut, Distriet 
of Columbia, Hawaii, Lllinois, Iowa, 
Maine, Maryland, Michigan, Minne- 
sota, Missouri, Nebraska, New Jersey, 
New York, Oklahoma, Rhode Island, 
South Carolina, Utah, Virginia, 
Washington, West Virginia, Wiscon- 
sin. 

Nine states are developing programs 
for children suffering from cerebral 
palsy or are training physicians for 
this care. The states are: Alabama, 
California, Hawaii, Kentucky, Mary- 
land, Minnesota, Mississippi, Mon- 
tana, New Jersey. Almost all states 
would like to develop these programs 
but few can provide the coordinated 
clinic and hospital service that assures 
the variety of care needed. 

Last year nine states had programs 
of service to children with impaired 
hearing, five of them developed as spe- 
cial projects. 

All states provide some type of serv- 
ice for children with poliomyelitis. 
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Approximately 90 per cent of such 
patients are under 21 years of age. 


May Day 


Health education connected with 
children has a day of its own—May 
Day. 

May first traditionally suggests 
youth, health, buoyancy, outdoor play. 
It became Child Health Day in the 
United States in 1923. Five years later 
Congress recognized its value, author- 
izing the President to issue an annual 
proclamation designating May first as 
a day on which all citizens interested 
in bettering conditions for children 
might unite and rededicate themselves 
to this high resolve. The President 
has continued to issue the proclama- 
tion yearly. In 1936 the Children’s 
Bureau took over the responsibility of 
arranging for Child Health Day with 
the assistance of State and Provincial 
Health Authorities of North America. 

In 1949 the President made special 
mention of assuring children sound 
mental health. Child Health Day in 
other years has aimed to arouse con- 
cern over such protection of children 
as prevention of accidents in the 
home; seeing that parents arrange to 
have their children immunized against 
contagious and infectious diseases; to 
make sure the birth of every baby gets 
registered ; to see that every child en- 
tering school has a thorough physical 
examination and that everything pos- 
sible be done to remedy what was 
found to need attention. 

But, the Children’s Bureau really 
works toward helping the people of 
the United States to think of every 
day as child health day and for all 
children. 











CHAPTER XXIII 


THE PARTICIPATION OF GOVERNMENT AGENCIES IN A 
NUTRITION PROGRAM 


Estuer F. Purparp, Chairman, 
Interagency Nutrition Planning Committee!, and Assistant Head, Family 
Economics Division, Bureau of Human Nutrition and Home Economics, 
United States Department of Agriculture 


The real objective of nutrition edu- 
cation is to bring about the consump- 
tion of an adequate diet. Some of the 
efforts to bring this about are con- 
cerned with teaching people about 
food values in relation to body needs. 
This type of education is carried on 
at different levels—elementary for 
children and most adults; more ad- 
vanced for others with a basic under- 
standing ; and highly technical for nu- 
tritionists, physicians, and those who 
in turn are to teach others. 

Another approach to the objective 
is indirect. It aims to improve food 
consumption by attacking some of the 
basic reasons for poor diets. All the 
knowledge in the world will not result 
in an adequate diet if there isn’t 
enough money for food, or if the need- 
ed foods are not available, or if peo- 
ple are not motivated to apply their 
knowledge. 

An understanding of these facts 
helps to explain why, in the broadest 
sense, many activities of the Federal 
Government have some relation to nu- 
trition, directly or indirectly. For ex- 
ample, some agencies compile statisti- 
cal data on the production and distri- 
ot te ion samen te Oo ee 
Agriculture, the Bureau of Human Nutrition and 
Home Economics, the Cooperative Extension Serv- 
ice, the Farmers’ Home Administration, and the 
Food Distribution Programs Branch of the Pro- 
duction and Marketing Administration; in the 


Federal Security Agency, the Children’s Bureau, 
the Office of Education, and the Public Health 


Service; and the American National Red Cross. 
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bution of the food supply; on prices 
of food and other goods and services 
that go to make up the cost of living. 

Some agencies are concerned with 
policies or programs affecting the eco- 
nomic security of certain groups in 
the population, an important factor in 
relation to quality of diet. Others have 
responsibility for maintaining a safe 
and wholesome food supply. The De- 
partments of the Army and Navy 
make every effort to provide nutrition- 
ally adequate rations for their person- 
nel. This in itself offers an experience 
in nutrition education for many per- 
sons. 

Many more examples could be cited 
to show how the problems of achieving 
a well-fed population penetrate into 
related areas of work. However, 
throughout the rest of this chapter, 
discussion will focus on the programs 
of those agencies most closely allied 
with the educational aspects of nutri- 
tion. 


UNITED STATES DEPARTMENT OF 
AGRICULTURE 


Nutrition begins with food, the pro- 
duction and distribution of which is 
the major concern of the Department 
of Agriculture. A broad research pro- 
gram provides facts for improved 
technology in producing, processing, 
and marketing foods. Included in this 
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research are many lines of investiga- 
tion bearing on foods and human nu- 


trition. 


Bureau of Human Nutrition and 
Home Economics 


The Bureau of Human Nutrition 
and Home Economics conducts re- 
search on the composition and utiliza- 
tion of foods, including preparation 
and preservation, and on human nu- 
tritional requirements. Among cur- 
rent investigations are those being 
made cooperatively with State Experi- 
ment Stations and health departments 
in 3 regions, in which the nutritional 
status of individuals is being studied 
in relation to food intake. Some of 
these studies include physical exami- 
nations, biochemical measurements 
and a record of food consumption. In 
others, human requirements are 
studied under conditions of controlled 
food intake. In addition economic 
studies are made periodically which 
show how families spend their incomes 
and what kind of a living they obtain. 
Studies of family diets provide infor- 
mation on the kinds and quantities of 
foods families in different population 
groups consume, and on the nutritive 
value of their diets. 

Many of these studies have included 
Negro families in the proportions in 
which they occur in samples of the 
population. Data are sometimes, but 
not always, tabulated separately, de- 
pending on the objectives of the study. 

Results of dietary studies point the 
way for the development and content 
of programs to improve nutrition. 
They show the effect of various factors 
such as income, family size, season, 
region, and, for farm families, tenure 


and extent of home food production, 
on the nutritional quality of family 
diets. They show where economic help 
is needed and where emphasis might 
be placed in educational efforts. 

The Bureau of Human Nutrition 
and Home Economies not only con- 
ducts research but makes recommend- 
ations for the practical application of 
these findings by consumers. It de- 
velops materials for use in nutrition 
education and makes them available 
to interested agencies and to the pub- 
lic generally. Although it has no field 
staff working on the community level, 
it provides subject matter and so 
makes an important contribution to 
nutrition education activities of other 
agencies. 


Cooperative Extension Service 


The Cooperative Extension Service 
is the educational arm of the U. S. 
Department of Agriculture and the 
State Land-grant colleges. It teaches 
farming and homemaking to rural 
people, men, women and youth—a 
practical out-of-school kind of teach- 
ing which applies science to real-life 
situations on a learn-to-do-by-doing 
basis. It is a joint democratic enter- 
prise — farm people in partnership 
with their county, state, and Federal 
governments. Its policies, its financial 
support, its program execution, its 
leadership, are completely cooperative. 

The nutrition program is only one 
phase of a homemaking and agricul- 
tural program. Its educational goal 
is ‘‘well-fed and nutritionally fit peo- 
ple.’’ The goal is reached by bringing 
to people research findings and new 
knowledges as they are developed in 
this field. The nutrition program is 
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interlocked with the home food sup- 
ply, especially poultry, gardening, and 
dairying. The ‘‘know-how”’ of pre- 
paring good food, serving it attrac- 
tively, food preservation by canning 
and freezing; child feeding, food se- 
lection based on nutrition guides and 
money income are all phases of the 
program, Programs are arrived at co- 
operatively by lay people and Exten- 
sion Service staff. People express their 
needs and wants. According to local 
situations the programs may vary 
from year to year, stressing milk, 
eggs, fresh fruits and vegetables, 
preparation of meats, or planning the 
family food supply. Canning for a 
year-round supply is always a major 
phase. 

In some Southern states, tenant- 
landlord programs on an adequate 
family food supply including year- 
round gardens have been under way 
for many years. In this program, the 
owner sponsors the program and furn- 
ishes needed tools, seeds, and livestock. 
He often awards prizes to encourage 
participation and reports that the im- 
proved health and welfare of the ten- 
ant families bring big dividends. 

‘Better Eating, Better Health and 
Better Living’’ is a common slogan. 
One home demonstration agent re- 
ports: 

To have a well-fed family, every individual 
needs a certain amount of milk, vegetables, 
fruits, protein foods, and water every day. 
To get these, it is necessary that our farm 
women know how to plan meals and know 


the kind and amount of various foods re- 
quired for each meal. Families consider can- 
ning as one means of protecting family 
health. Meetings and demonstrations have 


been held on planning, preparation, and 
packing of school lunches. 
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An account of goals set by Negro 
families in Florida included the fol- 
lowing : ‘‘to produce family food sup. 
ply ; improve health of every member 
of the family; save through food con- 


servation; and prepare nutritious 


meals.’’ 

The Negro population has always 
had a part in the Extension Service. 
In fact, a Negro home demonstration 
agent was employed in Oklahoma in 
1912 even before the Smith-Lever Act 
of 1914 establishing the Cooperative 
Extension Service. By 1948, 772 State 
and County Negro agricultural and 
home demonstration agents were em- 
ployed in the 17 States that have the 
largest Negro population. 

Of the 532,000 Negro farms in the 
United States, Extension Service re- 
ports show that 335,000 were reached 
in 1947 through agricultural and 
home demonstration work. In 1947 
there were 5,682 Negro home demon- 
stration agent clubs with 145,031 
members. About 24,000 Negro local 
leaders were trained and carried to 
their neighbors better food production 
and nutrition practices that they had 
found useful in their own homes. En- 
roliment in 4-H clubs totaled 315,032 
boys and girls of whom 147,476 were 
carrying on food projects, 


Farmers Home Administration 


The program of the Farmers Home 
Administration illustrates well the in- 
direct kind of nutrition education that 
begins by tackling the basic economic 
problems of farm family living. A de- 
cent house to live in and a suitably 
equipped farm, capable of providing 


a living—these are essential before 











. 
oe 


1 
1 
t 
] 


we 





GOVERNMENT AGENCIES IN A NUTRITION PROGRAM 401 


there can be any talk of improving 
nutrition. 

Loans to make these things possible 
and to start low-income farm families 
on the road to self-sufficiency are the 
core of the Farmers Home Adminis- 
tration program. This organization, 
established in 1946, merged the Farm 
Security Administration and the 
Emergency Crop and Feed Loan Di- 
vision of the Farm Credit Adminis- 
tration. Both former agencies pro- 
vided to farmers—Negro and white— 
unable to obtain it from other sources, 
needed financing on reasonable terms 
and conditions. The present Farmers 
Home Administration continues this 
function, and makes production loans 
to individual families to buy livestock, 
farm and home equipment, seed, fer- 
tilizer, and other operating needs; 
makes direct real estate loans for the 
purchase, enlargement or improve- 
ment of farms, and assists families to 
have more security on the land 
through better tenure arrangements. 
With most types of loans made by the 
Farmers Home Administration, on- 
the-farm guidance is provided where 
needed in planning and carrying out 
sound farm and home management 
methods. 

Over-all planning for the home di- 
vision of this farm-and-home guidance 
is provided by 85 home economists 
who work out of the national office 
and 29 state offices where home prob- 
lems are most acute. A large percent- 
age of the caseload is located in the 
fourteen Southern states where the 
Negro population is heaviest. To meet 
the special needs of families in this 
section the agency has employed 7 Ne- 
gro home economists who work as 


county home supervisors advising di- 
rectly with the families. One Negro 
home economist is employed on the na- 
tional office staff to assist with the 
planning and training program. 

The home economists advise local 
county supervisors on the major fam- 
ily-living problems of borrowers, such 
as the home food supply and health 
measures. They assist in developing 
and carrying out the program in 
states where they are assigned and ad- 
vise the state director concerning im- 
portant family-living problems. They 
also work directly with borrower fami- 
lies, helping them to analyze and plan 
individually the family’s food needs, 
and with other staff members of the 
agency, giving on-the-farm guidance 
and assistance in better methods of 
production and conservation of food. 

When families first come on the pro- 
gram their diets are often very lim- 
ited. To improve them the agency 
helps the family plan which vegetables 
to plant, helps them to locate a de- 
pendable source of seed, shows them 
how to plant year-round gardens and 
how to can or store the produce for 
an all-year food supply. In assisting 
with food supply and health problems 
the home economists have found that 
even the use of the word ‘‘nutrition’”’ 
is a stumbling block with a large per- 
centage of its borrowers, and that the 
family’s background and educational 
opportunities must always be kept in 
mind. The families lack many facili- 
ties which make for easier house work, 
but home economists have learned to 
capitalize on this indirectly. The need 
to cut wood or haul water has actually 
been used as one means of spreading 
the use of the pressure cooker by 
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pointing out that ‘‘if you use the pres- 
sure cooker it will take less water and 
fuel.’’ 

Problems such as persuading fami- 
lies to use more milk also are tackled 
in an indirect way. The average per- 
son likes milk if it is kept cold; but 
borrower families seldom have ade- 
quate storage facilities when they 
come on the program. Loans for the 
purchase of refrigerators or even the 
old-fashioned icebox have been used to 
remedy this condition. The agency 
has learned that often it must teach 
nutrition through the purchase of 
necessary equipment and supplies. 

In all these programs, the Farmers 
Home Administration cooperates with 
all other agencies and organizations 
to develop and carry out the nutrition 
program. 

Because the program is individually 
administered, its success can best be 
shown by citing individual cases. For 
example, in Arkansas the Reverend 
Lindsey and his family of nine are 
now owners of a family-type farm 
which he bought nine years ago with 
aid from Farmers Home. At the time 
of the loan, this Negro family was in 
debt following 20 years of sharecrop- 
ping; but today a conservative esti- 
mate of their net worth would be $15,- 
000. Mrs. Lindsey says that the home 
management supervisor who aided 
them was one of the principle reasons 
for their present success. ‘‘ If a woman 
will just stick close to her husband, 
do all the canning she can, keep a 
year-round garden, and be a clean 
housekeeper,’’ Mrs. Lindsey says, 
‘‘then it isn’t hard to pay off a debt 
on a farm.’’ 

The Lindseys had forty years in 


which to repay their loan, but they 
did it in 9 years. So have several hun. 
dred other Negro borrowers through- 
out the South. An estimated 40,000 
Negro farmers in the Southern states 
have received operating credit from 
the Farmers Home Administration ac- 
cording to the last available survey, 
while 5,700 others have been aided to 
buy or improve farms of their own. 


Food Distribution Programs Branch, 
Production and Marketing 
Administration 


(School Lunch and Direct 
Distribution Divisions) 


A school lunch program offers a 
practical way of achieving the goals 
of nutrition education. One good 
school meal a day can do much to im- 
prove the food consumption of chil- 
dren whose home diets are faulty. Im- 
portant also are the educational as- 
pects of school meals. The day-by-day 
experience of eating well-planned, 
well-prepared meals lays the founda- 
tion for good food habits which may 
persist throughout adult life. 

The National School Lunch Pro- 
gram is a joint effort of several differ- 
ent agencies—Federal, state, and lo- 
cal. The benefits extend to Negro as 
well as to white children. The Federal 
Government through the Food Distri- 
bution Programs of the Production 
and Marketing Administration pro- 
vides funds for reimbursement for 
local expenditures for food, purchases 
food for distribution to schools, sets 
the minimum food standard for the 
lunches, and provides information to 
the states to improve the operation of 
school lunch programs. 

Congress makes an annual appro- 
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priation to carry on the program. The 
funds are apportioned by the U. 8. 
Department of Agriculture among the 
states according to the number of 
school-age children, and the per capita 
income of the state. The law requires 
that the state match any Federal 
funds allotted to it, dollar for dollar. 
This measure will be in effect until 
1951, after which the state contribu- 
tion will be increased. 

The state department of education 
administers the program within the 
state. It is the ageney that handles 
the disbursement of the Federal funds 
and is responsible for seeing that the 
provisions of the National School 
Lunch Act are carried out by the par- 
ticipating schools. 

The local sponsor—a school board 
or other school officials—is responsible 
for operating the lunch program in 
the school. A small sum is charged 
the children for the lunch if they are 
able to pay, but the same lunch must 
be served without discrimination to 
all children, regardless of their abil- 
ity to pay. 

The National School Lunch Act au- 
thorizes the Secretary of Agriculture 
to use a part of the funds appropri- 
ated to make direct purchases of nu- 
tritious foods. These foods are dis- 
tributed by the states to participating 
schools for the purpose of contribut- 
ing nutrients frequently lacking in 
the usual diets of children. Examples 
include non-fat dry milk which has 
proved an important supplement espe- 
cially in areas where fluid milk sup- 
plies are inadequate. Also during both 
1946-47 and 1947-48, concentrated 
orange juice was purchased and dis- 
tributed to schools in order to increase 


the vitamin C intake of school chil- 
dren. This year, canned tomato prod- 
ucts, cheese, and peanut butter also 
were distributed. 

Many other foods acquired by the 
Department of Agriculture by special 
purchase are made available for use 
in the School Lunch Program. They 
are given in addition to the cash re- 
imbursement. Schools that are not re- 
ceiving reimbursement are also eligi- 
ble for these foods. Approximately 
195 million pounds of fruits in dried 
form, including apples, peaches, 
prunes, and raisins, were made avail- 
able under this provision in 1947, as 
well as fresh green beans, beets, po- 
tatoes, and dried eggs. 

To promote better management of 
lunch programs and better nutritive 
returns for the money spent for food, 
two graduate home economists have 
been added to the staff in each of five 
area offices. They have worked con- 
tinuously with state agency represen- 
tatives and members of the Extension 
and university home economics staffs 
to develop programs that will help 
school lunch cooks and managers serve 
the kind of lunch at low cost that 
growing children need. Probably the 
greatest single contribution has been 
the development of training institutes 
and workshops for managers and 
cooks. 

About 6.9 million children in 48,- 
000 schools participated in the pro- 
gram in 1948, but this number repre- 
sents only slightly more than a fifth 
of the school-age population. It is 
hoped that in due time good school 
meals can be made available to all 
children in school. 





FEDERAL SECURITY AGENCY 


Activities in this agency that are 
directly related to nutrition are con- 
cerned especially with the educational 
and health aspects. 


Office of Education 


The Office of Education cooperates 
with state departments of education 
and other educational agencies and 
organizations in the development of 
nutrition education as an integral 
part of the public school program. 

The Division of Vocational Educa- 
tion of the Office of Education oper- 
ates through field agents and consul- 
tants, working chiefly through state 
departments of education and teacher 
training institutions, on the various 
problems relating to nutrition educa- 
tion. These agents in the Home Eco- 
nomics and Agricultural Education 
Services have worked on nutrition 
problems with representatives from 
eolleges for Negroes that train teach- 
ers of agriculture and home eco- 
nomics. The representatives with 
whom they work include heads of de- 
partments, teacher trainers and itin- 
erant teacher trainers in the fields of 
agricultural education and home eco- 
nomics education. 

The work on nutrition education 
has included problems involved in 
providing an adequate food supply 
for Negro families. Gardening, meat 
supply, and food preservation have 
been emphasized. The Negro state 
representatives in cooperation with 
staff members of the Office of Educa- 
tion prepared the publication ‘‘Negro 
Farm Families Can Feed Them- 


selves’’ which was later published by 
the Office of Education. 
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The Negro itinerant teacher train- 
ers in agriculture and home economics 
in each state work directly with home 
economics and agriculture teachers in 


local communities. They have used 
this bulletin in assisting local teachers 
in their respective states with nutri- 
tion programs dealing with produc- 
tion, selection, and conservation of 
foods. 

The agents in home economics and 
agriculture also work with teacher 
training personnel in colleges for Ne- 
groes and those doing supervision 
through annual regional conferences 
and visits to states. The topics cov- 
ered in these conferences vary accord- 
ing to the need for help. They are 
concerned with problems of training 
teachers and of supervision. For the 
past 6 years special emphasis has been 
given to food for the family. 

State supervisors of home economics 
and school lunch supervisors have giv- 
en emphasis to making school lunch 
programs educational. In several 
states they worked with Negro nutri- 
tion committees in giving further em- 
phasis to nutrition education. They 
work with teachers in local communi- 
ties through individual visits, through 
publications, and through conferences 
and workshops. Nutrition is taught 
in relation to the school lunch pro- 
gram, particularly in the elementary 
grades. 

Personnel in the Division of Ele- 
mentary Education work with state 
department of education staff mem- 
bers in conferences and in workshops 
to assist supervisors and teachers in 
integrating nutrition education with 
the elementary program. 
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Children’s Bureau 


State health agencies that are pro- 
viding services to mothers and chil- 
dren recognize that good nutrition is 
a cornerstone of maternal and child 
health. The states have been able to 
do more to improve the nutritional 
status of mothers and children since 
1936 when Congress appropriated 
funds to carry out the Social Security 
Act of 1935. This act placed on the 
Children’s Bureau responsibility for 
administering Federal grants-in-aid 
to states to enable them to strengthen 
and extend their health services to 
mothers and children. 

Federal financial assistance has 
made it possible for the states to aug- 
ment local resources for maternal and 
child health services. Nearly all the 
physicians, nurses, dentists, and other 
professional personnel engaged in ma- 
ternal and child health work deal with 
nutrition as an integral part of a well- 
rounded program. To assure that nu- 
trition problems are dealt with ade- 
quately, state and local health agen- 
cies use some of their Federal grants- 
in-aid for the employment of nutri- 
tionists. According to a recent esti- 
mate, approximately 170 nutrition 
positions have been created in state 
health departments, as compared with 
some 10 or 12 before Federal grants 
had been made available. Federal 
funds from the Children’s Bureau 
have been used by the states to cover 
a large part of the cost of giving ad- 
vanced training in colleges and uni- 
versities to nutritionists already in the 
employ of the state agency or to be 
employed on the completion of their 
training. Like all other professional 
workers whose salaries are paid whol- 


ly or in part from funds administered 
by the Children’s Bureau, nutrition- 
ists must meet the minimum qualifica- 
tions of training and experience es- 
tablished by the State Merit System. 
Both white and Negro nutritionists 
are employed and workers from both 
races have been the recipients of sti- 
pends for graduate study. 

The Nutrition Unit of the Chil- 
dren’s Bureau gives consultation 
through the Bureau’s regional office 
to the state health agencies that are 
carrying on nutrition service as part 
of their maternal and child health 
programs. This unit also contributes 
to the general health education activi- 
ties of the Bureau as described in 
Chapter XXIII (The Health Educa- 
tion Program of the Children’s 
Bureau). 


Public Health Service 


Work in the food and nutrition 
field as it relates to public health is 
carried on by three groups in the 
Public Health Service. The Milk and 
Food Branch of the Sanitary Engi- 
neering Division carries on investiga- 
tions in milk and food sanitation and 
offers advisory and consultative serv- 
ice to Federal, state, and local control 
officials and to industry. The Shell 
Fish Sanitation Branch also cooper- 
ates with the states and the industry 
in certification of shell fish sanitation. 
This Division is also responsible for 
sanitation on interstate common car- 
riers. 

The program of the Nutrition 
Branch of the Bureau of State Serv- 
ices is designed to assist state and 
local health departments in the devel- 
opment of nutrition programs, the ob- 
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jective being to improve and maintain 
the nutritional status of the popula- 
tion by increasing public understand- 
ing of the importance of good nutri- 
tion to health. A comprehensive pro- 
gram of this type includes (1) inves- 
gations and applied research, (2) 
service, and (3) education. One of 
the primary functions of the program 
is to secure information on the prev- 
alence of nutritional deficiency disease 
and the general nutrition status of the 
people of the United States. To this 
end surveys have been made of a 
number of population groups, includ- 
ing urban and rural families (both 
Negro and white), industrial workers, 
school children, institutionalized 
groups, and Indians on reservations. 
These appraisals consist of a physical 
examination, laboratory tests, and a 
dietary history. A major activity of 
the Nutrition Branch is the develop- 
ment of methods for assessing human 
nutrition that can be adopted by 
health departments, and to provide 
a pattern which may be utilized by 
state and local health agencies to in- 
erease the effectiveness of their public 
health nutrition programs. To this 
end field investigation and demonstra- 
tion units, staffed by physicians, bio- 
chemists, nutritionists and _ public 
health nurses have been assigned to 
health departments in four areas of 
the United States. Working with the 
health and education departments, 
nutrition education of the field units 
is planned around the food needs and 
nutrition problems of the different 
age levels and other special groups. 
At the National Institutes of 
Health of the Public Health Service, 
studies concerning deficiency diseases 
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are conducted. In the early work of 
the Institute, Dr. Goldberger demon- 
strated that pellagra was due to a 
dietary deficiency. Later studies have 
dealt with human riboflavin defi- 
ciency, anemia, and other blood ab- 
normalities. Through a grants-in-aid 
program financial assistance is given 
to universities and others for research 
in the nutrition field. 

Results of these studies, like those 
from other research agencies provide 
basic information needed for nutrition 
education. Knowledge of the most 
frequently occurring nutritional defi- 
ciencies, where they occur, and how 
they may be corrected or prevented 
helps to direct emphasis in community 
programs. (See also Chapter XI, The 
Incidence of Nutritional Deficiencies 
Among Negroes.) 


AMERICAN NATIONAL RED Cross 
NUTRITION SERVICE 


Nutrition has since 1908 been a part 
of the Red Cross health education 
program. The organization with its 
many departments has offered numer- 
ous opportunities for reaching people 
with practical information on food 
and nutrition. The Veteran and his 
family known to the Home Service 
case workers often have welcomed 
guidance on stretching their limited 
pension dollars or in adapting a spe- 
cial diet to family meals. Home Nurs- 
ing instructors have invited a nutri- 
tion instructor to give a food lesson 
in a standard Home Nursing course. 
Volunteers, recruited to give canteen 
service, have learned something of nu- 
trition as they are trained in emer- 
gency feeding. Through Junior Red 
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Cross, educational materials can be 
offered to the schools. 

While the educational possibilities 
within the organization itself have 
been and are wide, the community 
nutrition education program has been 
given special emphasis by the Red 
Cross. It is Red Cross policy to sup- 
plement the nutrition education pro- 
grams of the official and voluntary 
health and educational agencies. In 
some instances, the Red Cross has 
given support to a demonstration pro- 
gram, perhaps supplying a nutrition- 
ist to the local health department, or 
to some other community agency. In 
the President’s post-war food conser- 
vation campaign, popular leaflets such 
as Foop 1s YouR BUsINEss were pre- 
pared and distributed widely with the 
help of Junior Red Cross and many 
community agencies. While the nu- 
trition workers in chapters were 
largely volunteer, the Red Cross em- 
ployed its share of professional nutri- 
tionists with about 35 on the national 
staff from 1942 to 1947, and with 66 
chapters having nutrition directors at 
the close of the fiscal year 1947-48. 

The food and nutrition education 
program has used varying methods, 
from mass education through radio 
or newspaper columns to the expen- 
sive but effective individual confer- 
ence method. The Red Cross has, 
however, perhaps been best known for 
its food and nutrition classes. This 
may be because the agency had a long 
history of health courses in first-aid 
and home nursing, or because Red 
Cross was almost the only organiza- 
tion with nation-wide coverage which 
offered class instruction in the urban 
areas to anybody who sought instrue- 


tion, whether of high or low income, 
and of whatever creed or race. Two 
official courses were always offered, 
one twelve-hour, and one of twenty 
hours. They could be taught only by 
instructors authorized by the national 
organization. The shorter course 
emphasized cookery methods and mar- 
keting practices to conserve food 
values and stretch the food dollar. 
The twenty-hour standard nutrition 
course considered nutrition principles 
as applied to family meals and 
adapted to incomes, food customs, and 
local food resources. Another was de- 
signed to train school lunch workers 
where the state adviser and the schools 
wanted such assistance. In a few in- 
stances, the chapter nutritionist has 
served as the adviser for the school’s 
entire lunch program. 

In 1942-43, the peak year of the last 
war, 221,959 persons completed a Red 
Cross nutrition course, and over 86,- 
000 volunteers were trained in quan- 
tity feeding to give canteen service. 
In that same year almost 20,000 die- 
titians and nutritionists, including 
professionals of every race and creed, 
taught food classes for the Red Cross. 
Single talks and demonstrations as 
well as film showings brought nutri- 
tion information to many more. In 
the six years between 1942 and 1948 
a total audience of almost three mil- 
lion persons was reported as reached 
by chapters through other means than 
classes. This was in addition to the 
496,168 persons — homemakers, busi- 
ness girls, men, boys and girls—who 
completed a food course offered by 
Red Cross chapters in the United 
States. 
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INTERAGENCY NUTRITION PLANNING 
COMMITTEE 


Each of the 8 agencies whose work 
has just been described has member- 
ship in the Interagency Nutrition 
Planning Committee, a group whose 
common interest is nutrition educa- 
tion. With the exception of the Bu- 
reau of Human Nutrition and Home 
Economics each agency has a field 
staff working on a regional, state, or 
local basis. Through this committee 
agencies coordinate their nutrition 
programs to prevent overlapping and 
to fill gaps. They also agree upon new 
programs that they can mutually ad- 
vance and that state and local nutri- 
tion committees can work on to im- 
prove nutritional status. Education 
is most effective when the same point 
is stressed in many different ways and 
when different groups working in a 
community join forces to meet a com- 
mon objective. Meetings of the com- 
mittee afford opportunities for the 
members to discuss problems that are 
common to all and to work out plans 
of action. One of the latest of the com- 
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mittee’s activities was to sponsor a 
3-day Nutrition Institute on March 
30, 31, and April 1, 1949, at Washing. 
ton, D. C. 

Secretariat for this committee has 
been provided by the Nutrition Pro- 
grams Office, Food Distribution Pro- 
grams Branch, Production and Mar. 
keting Administration, United States 
Department of Agriculture. This 
office also maintains contact with state 
nutrition committees, which were set 
up during the war as a part of the 
National Nutrition Program. A large 
number of these state groups continue 
to function actively, coordinating and 
promoting many kinds of nutrition 
activities within the respective states. 


SUMMARY 


The foregoing discussion shows 
clearly that nutrition education is not 
an entity in itself, carried on as a 
function of any one agency. It is 
approached rather through problems 
related to food, health, and income, 
with research to point the way and 
measure progress. 














CHAPTER XXIV 


HEALTH EDUCATION PROGRAMS IN NEGRO COLLEGES 
AND UNIVERSITIES 


CLARENCE W. Davis 


Instructor, Health and Physical Education, Miner Teachers College, 
Washington, D. C. 


Tue NATIONAL STUDENT HEALTH 
ASSOCIATION 


One of the earliest movements to 
improve Negro college health pro- 
grams was begun on January 21, 1935, 
when the National Student Health 
Association was formed by Franklin 
0. Nichols, then Field Agent of the 
National Tuberculosis Association.’ 
Through annual grants of $600.00 
from the National Tuberculosis Asso- 
ciation, the first year $300.00 was 
given, and for several years thereafter 
from the American Social Hygiene 
Asociation in addition, the National 
Student Health Association became 
the most influential organization in 
America in Negro College health 
programs. Since 1936 the executive 
offices of the Association have kept an 
up-to-date roster of the names of 
presidents and individuals in health 
work in Negro colleges. The official 
bulletin of the Association, The Col- 
lege Health Review, has been pub- 
lished and distributed to all those 
whose names made up the roster. Dr. 
Paul B. Cornely, the Executive Direc- 
tor of the Association in the year 
1937-1938 visited 25 Negro colleges 
whose total enrollment was 12,000. 
After that trip which took him into 
North Carolina, South Carolina, Geor- 
gia, Tennessee, Kentucky, Virginia, 


1Paul B. Cornely, M. D. “Development of Stu- 
dent Health Programs in Negro Colleges and the 
National Student Health Association,” College 
Health Review, 13:1-8, N-D 1948. 
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and Alabama, Dr. Cornely sent the 
presidents of the colleges visited a 
complete report with recommenda- 
tions for improvement. Since that 
time many additional colleges have 
been visited by him and others of the 
Association, always with full reports 
sent to the college presidents. By 
1948 a majority of the Negro Colleges 
had been carefully inspected through 
personal visitation and consultation 
with their health personnel. 

In many places state and regional 
college health conferences have been 
organized and held with the coopera- 
tion of the Executive Director. Even- 
tually the National Student Health 
Association organized state college 
health units and appointed from its 
membership state directors whose 
duty it was to organize state efforts, 
visit colleges in their jurisdiction, 
organize state wide meetings, and pre- 
pare annual reports which were read 
at the National meetings. 

Since 1935 the National Tubercu- 
losis Association and the American 
Social Hygiene Association have con- 
tributed approximately $10,300 to col- 
lege health programs through this 
organization. The Executive Director 
has thus been able to offer consultative 
services through the mails or during 
personal visits on all phases of college 
health. His office has received innu- 
merable requests for aid from all parts 
of the South. 
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No consideration of college health 
programs would be complete without 
taking into account the vast influence 
exercised by the National Student 
Health Association and its Executive 
Director. 


HEALTH CONFERENCES AND INSTITUTES 


A very recent conference held at 
Virginia State College, Petersburg, 
Virginia has already begun to exert 
its influence on Negro college health 
programs and this influence will con- 
tinue. Members from the health staffs 
of Negro Colleges in Maryland, Vir- 
ginia, North Carolina and the District 
of Columbia attended the conference 
held from March 14 to March 18, 
1949. Their expenses were paid by 
four sponsoring agencies—The Office 
of Education and the Public Health 
Service both of the Federal Security 
Agency, The American Association of 
Colleges for Teacher Education, and 
the National Tuberculosis Association. 
Twenty-two colleges and nearly fifty 
delegates were in attendance. Mem- 
bers of the group intensively studied 
the responsibilities of teacher training 
institutions in health services to its 
students and to the pupils they will 
eventually teach. 

The first Annual Institute on Build- 
ing For Successful Marriages and 
Family Living at Morehouse College 
was held by the Department of Soci- 
ology in 1946. Each year since then 
Institutes have been held, the last one 
in March, 1949. In cooperation with 
the Planned Parenthood Federation 
of America a number of visiting lec- 
turers were called in to discuss good 
mental, emotional, and physical health 
as the basic needs in building for suc- 





cessful marriage and family living. 
Walter R. Chivers, the Institute Di- 
rector, says that these fundamentals 
are approached by the lecturers 
through discussions in psychiatry, 
medicine, and physical education. 

The School - Health Coordinating 
Service of the State of North Carolina 
is now in the midst of two projects. 
The first is a curriculum project which 
has been going on through the entire 
collegiate year 1948-49. In the words 
of Charles E. Spencer,? Co-Director, 
‘‘Participation in this program by the 
colleges will not only make use of the 
services of these college people but 
will, at the same time, give the college 
people an opportunity to find out 
some of the problems of the public 
schools, and thus, eventually result in 
an improved teacher training pro- 
gram.’’ 

The second project is toward the 
development of standards for the un- 
der-graduate education of teachers in 
health and physical education. This 
is a Joint project by the State Depart- 
ment of Public Instruction and the 
Conference of College Health and 
Physical Edueation Teachers. The 
group is considering such procedures 
as recruitment, selection, and educa- 
tion of teachers and for special teach- 
ers on the secondary school level. 

With its public health education 
curriculum the North Carolina State 
College in Durham, North Carolina, 
has a unique place among Negro Col- 
leges. It has already graduated stu- 
dents who are now teaching and oc- 
cupying other positions in health edu- 
cation. Its intimate coordination with 


the University of North Carolina 


2Letter to the author dated March 28, 1949. 
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School of Public Health has made 
possible the establishment and main- 
tenance of a much needed source in 
this undermanned field. 

At the close of World War II, Ken- 
tucky had the experience that many 
states had of feeling the need of im- 
proving the health of its people. More 
than one-third of Kentuckians called 
to selective service had physical or 
mental defects. A Committee for Ken- 
tucky was organized to effect improve- 
ment among its citizens. The Kellogg 
Foundation furnished funds to con- 
duct an experimental health program 
in ten needy counties. This required 
the establishment of a Division of 
Health Education. Out of this grew 
a Code of Health and Physical Edu- 
eation for the state and the eventual 
formation of the Kentucky School 
Health Council. 

As a result, Kentucky State College 
with the aid of the State Tuberculosis 
Association is sponsoring a health 
studies conference from June 20 to 
July 7, 1949 at Frankfort, Kentucky, 
to inform and prepare administrators 
and teachers to administer the Code 
for Health and Physical Education. 
This Conference is under the direction 
of Dr. C. W. Hackensmith of the Uni- 
versity of Kentucky who has fur- 
nished the author with this informa- 
tion. The health studies conference 
will consider all phases of school 
health. Four special lecturers are to 
be brought in to work with the group. 
They are Dr. Delbert Oberteuffer of 
Ohio State University, Dr. Robert 
Shelby of the U. S. Public Health 
Service at Lexington, R. J. Schulte, 
of the Research Division of General 
Electric, and the author. At this con- 
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ference, opportunity will be given the 
teacher of college hygiene and teach- 
ers of lower grade groups to become 
informed on all aspects of school and 
college health. Representatives from 
State Department of Health and from 
the State Tuberculosis Association 
will hold meetings with the group. 
Thus, Kentucky joins the forward 
looking states and Kentucky State 
College enriches its health program. 
Significant in the field of program 
is the Homemaking Institute held 
annually at Bennett College, Greens- 
boro, North Carolina, since 1927. 
These institutes, serving both the col- 
lege and residents of Greensboro, have 
on various years emphasized the Home 
and Civilian Defense, The Veteran 
Returns to His Family, Opening 
Doorways to Economic Security, 
Building Child Life for One World, 
Today’s Woman— Homemaker and 
Careerist. These subjects have been 
dealt with by psychiatrists, sociolo- 
gists, health educators, and others. 
Among them have been Mrs. Eleanor 
Roosevelt, Dr. Gladys Groves, Dr. 
Augusta F. Bronner, and President 
Mays of Morehouse. This cooperative 
enterprise at the College is of one 
week’s duration and contributes to 
the total health program. Since Ben- 
nett College is for women students 
only, its health program is of interest. 
The faculty has approached the study 
of health from points of view which 
conform to the réle of women in meet- 
ing personal, family, and public 
health problems, First-year students 
take a course in Mental and Physical 
Health, one hour a week in groups of 
twenty-five each. Wherever possible 
the instruction in health is articulated 
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with the teaching in physiology, biol- 
ogy and chemistry as well as with a 
twice a week sports course. Bennett 
College has a health center which of- 
fers health guidance throughout the 
year and occasional psychiatric serv- 
ice.3 


Some CoLLEGE HEALTH PROGRAMS 


Of interest is the composition of the 
health care and instruction program 
at The Florida Agricultural and Me- 
chanical College, Tallahassee, Florida. 
In 1947 the College added to its staff 
a full-time director of student health, 
a nurse, and a dental hygienist. At 
present all entering students receive 
physical examinations with chest 
x-ray. There is a follow up of stu- 
dents with physical defects and dis- 
eases. All food handlers on the campus 
receive periodic examinations which 
include chest x-ray, serology, smears, 
and stools. There is a semi-annual in- 
spection of dormitories, eating places, 
dairies, rooming houses, and campus 
environment. 

The College Clinic takes care of 
minor illnesses, advises on health 
problems, refers those seriously ill to 
a hospital, arranges for consultation 
for special cases not in the hospital, 
gives dental examinations and pro- 
phylaxis. The Director of Student 
Health gives medical care to the ill 
while surgical care is provided by the 
hospital. All first-year students take 
a course in personal hygiene. Other 
health courses are available in the 
Department of Physical education. 

The College is now building a two 
million dollar hospital and health cen- 

%Personal letter from Miss Gwendolyn A. Jones, 


Home Economics Staff, Bennett College and in- 
formation from other staff members. 


ter on its campus which will serve 
both students and community. The 
student health service will be housed 
there. The school of nursing, estab- 
lished in 1936, will be much enriched 
by this addition and increased oppor- 
tunities for broadening and strength- 
ening the college health program will 
be taken. 

The State Teachers College at Mont- 
gomery, Alabama is another institu- 
tion which has reached into the com- 
munity with its influence. President 
H. Council Trenholm has held sev- 
eral health institutes for Alabama 
teachers. Each freshman student at 
the college takes a course in Biosocial 
Development of the Individual to 
which health staff members make 
weekly contributions. 

‘‘Wor the past three years,’’ writes 
President Patterson® of Tuskegee In- 
stitute, ‘‘health examinations of all 
students have been conducted during 
the third week of the opening fall 
quarter through a cooperative ar- 
rangement with the Department of 
Preventive Medicine, Meharry Medi- 
cal College, by a team of residents in 
medicine and senior medical students 
under the supervision of a senior resi- 
dent and our student health physician. 
Complete physical examinations have 
included routine laboratory tests and 
specific laboratory work, immuniza- 
tions, vaccinations, when indicated.” 

Meharry Medical College of Nash- 
ville, Tennessee and Howard Univer- 
sity of Washington, D. C., the only 
two largely Negro Medical Colleges in 
America, have for several years per- 
formed this type of service. It was 


Recent correspondence from President Gray. 
SRecent letter to author. 
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begun by Dr. Michael J. Bent of 
Meharry and Dr. Paul B. Cornely of 
Howard and is now carried on by Dr. 
Thomas LaSaine and Dr. D. B. Ferre- 
bee of Meharry and Howard. Such 
cooperative examination procedures 
have been of inestimable value to the 
several small colleges who would 
otherwise be unable to achieve the 
goal of complete annual physical ex- 
aminations for their students. This 
improvement will be seen reflected in 
the table in this article dealing with 
examinations. 


Some ASPECTS OF COLLEGE HEALTH 
PROGRAMS 


A recent study by Mumford® of 
twenty-five colleges discloses among 
these colleges the following facts with 
reference to their physical education 
program and facilities. 

Twenty per cent of the colleges did 
not have gymnasiums and an addi- 
tional forty per cent hardly met ac- 
ceptable standards. Eighty-four per 
cent had no adequate safety education 
program. Full-time physicians are 
employed in only 16 per cent. Ninety 
per cent make no provisions for gym- 
nasium uniforms, towels, laundry 
services, or equipment clerks. Al- 
though adequate supplies for inter- 
collegiate athletics were available, 
substandard facilities for intermural 
athletics was the rule. 

Johnson’? has been able to find 
only eight Negro colleges which have 
swimming pools for their students. 





®Arnett W. Mumford, ‘The Present Status of 
Health and Physical Education Programs in Negro 
ae Colleges,” The Research Quarterly. 19: O 

"Thomas F. Johnson, ‘Swimming in Negro Ool- 
leges_ and Universities.”” Journal of Health and 
qnavionl Education, scheduled for future publica- 
ion, 
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The first two articles of any appre- 
ciable significance on Negro college 
health programs were published in 
1936 and 1937.8 They showed clearly 
the appalling lack of adherence to 
standards in this important field. 
Again, in 1941 the same author® 
pointed out certain glaring lacks in 
health service and health education. 
The present author has revisited a 
number of the institutions covered in 
Dr. Cornely’s 1936, 1937, and 1941 
publications. The 1949 study of the 
present author shows certain interest- 
ing comparisons with Dr. Cornely’s 
1941 publication results. 

The information here assembled is 
on fifty Negro colleges with a total 
enrollment of more than 45,000 stu- 
dents. Five of the colleges consisted 
of less than 200 students each; four- 
teen of them, between 200 and 500 
students; fifteen between 500 and 
1,000; and sixteen, between 1,000 and 
5,000 students. Twenty-one are state 
controlled, 25 privately controlled, 3 
teachers colleges, exclusively, and one 
municipal. 


Organization 


There is still serious need for group- 
ing all the health activities under one 
administrative head. In many colleges 
this is not yet done. All too fre- 
quently health examinations and 
health care are almost completely sep- 
arated from health education and 
physical education. However, in the 
present study 36 of the colleges had 
advisory health committees as com- 


8Paul B. Cornely, “Administration of Health 
Education and Health Supervision in Negro Col- 
,” American Journal of Public Health, 26: 





“The Status of Student 
Health programs in Negro Colleges, 1938-1939,” 
Research Quarterly 12: Mr 1941. 
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pared with about thirteen colleges in 
1941. This is only one of the adminis- 
trative devices necessary to unify 
health programs in colleges, since all 
too often such committees exist only 
on paper. 


Health Services 


In 1941 in only one of the colleges 
with an enrollment of over 500 stu- 
dents was a full-time physician em- 
ployed. In the past the presidents of 
these colleges have been contacted by 
those who have visited them and the 
importance of the physician empha- 
sized again and again. Only recently 
has it been possible since the war for 
them to get college physicians full 
time. In 1941 there were 19 full-time 
nurses in these 51 colleges studied. In 
the present study there are employed 
in the fifty colleges, seventy-four full- 
time nurses, although all of them are 


in 40 of the 50 colleges. The figures in 
Table I refer to the number of colleges 
employing nurses, physicians and 
specialists, not to the number in each 


college. Moreover, some colleges em- 
ploy both part-time and full-time 
physicians and nurses. All of the 
specialties vary. Only a small number, 
sixteen to be exact, of the colleges 
employ full-time physicians. 

As in the 1941 study when the ex- 
amination of the health condition of 
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students was found to be infrequent 
and of poor quality, so at present is 
there grave question as to the values 
of this most important phase of col- 
lege health programs as now con- 
ducted. Personal visits to colleges by 
both Dr. Cornely and the writer have 
disclosed that all too frequently part- 
time physicians are simply on call for 
illnesses. They render almost no other 
service to the college. The health 
examination as our study shows is 
often inadequate. Of 50 colleges only 
24 require it annually, 14 require it 
only during the first year, 4 during 
the first and last years, and 5 during 
the first and third years only. (See 
Table IT.) 

There is still great need for better 
eare of ill students in Negro colleges. 
Fortunately, there is a growing ten- 
dency to build on the college grounds 
small hospitals to which those living 
in adjacent areas may come for ex- 
amination and treatment. This im- 
proves the quality of sick-bed care for 
students. Table III shows the number 
of infirmary beds available. It repre- 
sents some improvement over Dr. 
Cornely’s 1941 study although many 
of these beds, counted as beds, are 
little more than separate rooms where 
the student may lie until he is well. 
Most of the materials necessary to 


TABLE I 
HEALTH PERSONNEL EMPLOYED IN Firry N&rGRo COLLEGES 








Student 
Enrollment 


Colleges 


Reporting Specialists 


Physicians 
Part Full Part 
Time Time Time 
Less than 200 1 5 
200 - 500 3 6 6 
500 - 1,000 f 3 2 15 
2600 -5.000. 6 8 12 


*Included is one university that has an enrollment of slightly more than 5,000. 


Nurses 





Full 
Time 
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TABLE II 
FREQUENCY OF MEDICAL EXAMINATIONS IN Firry Necro COLLEGES 








Studens Receiving Complete Medical Examination 





Student 


Enrollment Colleges 


Number of first YearFirst and First and First and 
Only 


Second Third Last Yearly 





5 
14 
15 
16 


ee | ae 
200-500 _ 
500 - 1,000 

1,000 - 5,000 








1 1 
1 
1 1 
3 


9 
o 





make a bed an infirmary bed are lack- 
ing. Often there are beds for women 
but none or only a cot or two for men. 
Rarely does one find a completely 
staffed and equipped infirmary in 
Negro colleges. 


Health Fee 


In the 1941 study, of 27 institu- 
tions, 18 charged less than four dol- 
lars annually for the health fee. In 
the present study 27 colleges charge 
five dollars or more, 13 charge no 
fee, one charges fifty cents, one 
charges one dollar a year, and one 
charges twelve dollars a year. At the 
present time the health fee is too low 
as it was in the previous study. With- 
out adequate health fee most colleges 
cannot possibly render adequate serv- 
ices. The minimum fee should be ten 
dollars annually. 


Tuberculosis Case Finding 
Because the death rate from tuber- 
culosis is high among Negroes of col- 
lege age the facts in controlling this 
disease are of great interest. Several 
of the colleges have no case finding 


program at all, a few examine only the 
entering students, and some examine 
only occasionally for this disease. Col- 
leges with an enrollment of between 
500 and 1,000 students seem to have 
the best programs as the table below 
shows. Every college should chest 
x-ray every student annually and tu- 
berculin test all with no positive chest 
findings each year.’ Unfortunately 
procedures for uncovering tubercu- 
losis cases is very poor among these 
colleges. (See Table IV.) 


Course Offerings 
Thirty-seven of the 50 colleges re- 
quire all their students to take a 
course in personal hygiene, 22 require 
it in the first year. Eight of them 
offer it as an elective; however, most 
of those which offer it give two or 
more semester hours credit. In most 
colleges it is offered by the depart- 
ment of health and physical education. 
Only 138 colleges require a course in 
community hygiene, 7 of them require 
National Tuberculosis Association, Proceedings 


Third National Conference on Health in Colleges. 
New York 1948, 152 pp. 


TABLE III 
DISTRIBUTION OF INFIRMARY BEDS IN Firry NEGRO COLLEGES 








Student Number of 


1 to 5 Beds 


5 to 10 Beds 10 to 20 Beds 





Enrollment Colleges Men 


Women 


Men Women Men Women 





Less than 200... 5 
200 - 500 

500-1,000 ___ 

1,000 - 5,000 


3 


3 
2 
] 


0 


cris bo bo 


3 
4 
8 
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TABLE IV 
TUBERCULOSIS CASH FINDING IN Firry NEGRO COLLEGES 








Number of 
Colleges 


Student 
Enrollment 


All Students Receive 
Annual Chest X-ray 


Annual Tuberculin Tests 
With X-ray of Positives 





Yes 


Yes No 





Less than 200 5 3 
200 - 500 9 
500 - 1,000 13 
1,000 - 5,000 ___... i 12 


1 
1 
1 





it for freshmen while the others re- 
quire it of second, third, or fourth 
year students. Twenty offer it as an 
elective. One college requires neither 
personal nor community hygiene but 
makes mandatory for its students the 
taking of one two-hour course in 
‘‘Fundamentals of Health’’ before 
graduation. Further information will 
be found in Table V. 

There are very few additional 
health courses available to students. 
Usually these courses are found in 
colleges which prepare physical edu- 
cators or home economies instructors. 
However, only in comparatively rare 
instances, the country over, do other 
students elect these courses. The dis- 
tribution of colleges offering the three 
most commonly available subjects is 
as follows: Mental hygiene, 18; mar- 
riage, 18; and maternal and child 
hygiene, 11. 


It has been estimated that approxi- 
mately ten per cent of college students 
are in great need of psychiatric guid- 
ance. Not only do these colleges find 
it impossible to get psychiatric con- 
sultations for their students but most 
present no courses which might offer 
help to the disturbed student. It may 
be that someone in the department of 
psychology or education or health at 
these colleges might be able in some 
measure to help out in this situation. 
The role would not be that of a thera- 
pist but that of a teacher and guide in 
mental hygiene." 

Since most college students marry 
and have one or more children and 
since it is almost unheard of to pre- 
sent anything in these fields in the 
secondary schools of the South, the 


“Thomas A. C. Rennie, M. D. and Lugher E. 
Woodward, M. D., Mental Health in Modern 
Society, New York: The Commonwealth Fund, 


1948. p 160, 


TABLE V 
PERSONAL AND COMMUNITY HyYGIENB CouRSES IN Firry Nrero COLLEGES 








Number of 
Colleges 


Student 
Enrollment 


Required Freshmen 


Semester Credits 
1-2 2-5 


for 
Elective 





Less than 200 3 
200 - 500 9 
S| rae eno t 12 
1,000 - 5,000 


Less than 200 
200 - 500 

500 - 1,000 
1,000 - 5,000 


Personal Hygiene 
3 £ 4 

8 3 10 

8 7 12 

13 3 8 


Community Hygiene 
1 
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college should accept at least some 
movement of their students into suc- 
cessful marriage and intelligent par- 


enthood. 
CONCLUSIONS 


Although some steps have been 
made in the direction of improving 
Negro college health programs in the 
interval 1940-1949 many weaknesses 
still exist. Every college of more than 
500 students should meet the standard 
of one full-time physician and one or 
more full-time nurses. Since there 
should be from five to twenty beds per 
1,000 students depending upon the 
number of residents, few colleges meet 
the standard. Articulation between 
health service, care, and education is 
very tenuous to say the least. Few 
colleges have been able to meet the 
needs of their students by providing 
an enriched curriculum in health 
course offerings; and the important 
fields of mental health, sex education, 
marriage and rearing a family have 
been sadly neglected. 

Not in every case is this general 
failure due to a lack of understanding 
of the problem but rather to an in- 
ability to secure both funds for the 
requisite facilities and properly pre- 
pared staff members whom the presi- 
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dents might fit into their programs. 
At present as all through the past, a 
vast majority of personnel has come 
to the college health program through 
undergraduate training in physical 
education and athletics. Rarely, ex- 
cept from Durham’s North Carolina 
State College, can one discover a pros- 
pective instructor in health whose 
major interest is in this field. Simi- 
larly physicians are reluctant to give 
up a lucrative medical practice to de- 
vote full-time to college service and 
few colleges can at the present time 
induce them to do so. 

It would be well for colleges to com- 
pare their programs with the recom- 
mendations and suggestions contained 
in the reports of The American Stu- 
dent Health Association and of The 
Third National Conference on Health 
in Colleges. Although good health is 
not an end in itself and the prolonga- 
tion of life is not necessarily in and 
of itself a great and noble goal, the 
maintenance of abundant health re- 
flects itself in abundant living, edu- 
cationally, socially and economically. 
The college has already accepted re- 
sponsibility for the improvement of 
student health. Somehow it must 
manage to acquire sufficient funds 
and adequate staff to discharge this 
responsibility with credit to itself. 
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HEALTH SERVICES IN NEGRO SCHOOLS OF LESS THAN 
COLLEGE GRADE 


C. H. Maxwetu, M.D. 
Chief, Administration of School and College Health Services, Office of 
Education, FSA 


and 


MaryYLanpD Y. PENNELL 
Health Economist, Division of Public Health Methods, Public Health 
Service, FSA 


INTRODUCTION 


There is no information on school 
health service received by Negro chil- 
dren compared to white children for 
the country as a whole. Limited in- 
formation is available, however, in the 
17 states and the District of Colum- 
bia, where there is segregation of the 
white children from the nonwhite 
children in schools. These States are: 
Alabama, Arkansas, Delaware, Flor- 
ida, Georgia, Kentucky, Louisiana, 
Maryland, Mississippi, Missouri, 
North Carolina, Oklahoma, South 
Carolina, Tennessee, Texas, Virginia, 
West Virginia, and the District of Co- 
lumbia. 

A study of certain aspects of school 
health services was included in a com- 
prehensive nationwide study of child 
health services by the American Acad- 
emy of Pediatrics, with the coopera- 
tion of the Public Health Service and 
the Children’s Bureau of the Federal 
Security Agency.’ A distinction was 
made between the terms ‘‘school medi- 
cal service’’ and ‘‘school nursing serv- 
ice.’’ ‘School medical service’’ was 
used only for those services in which 
a physician examined the children at 
the school itself, for purposes other 


Child Health Services and Pediatric Education, 
The Commonwealth Fund, 1949. 
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than for athletic teams. This, of 
course, eliminates some places where, 
instead of the service being given at 
school, the children were referred by 
the school for examination in a place 
other than the school by their family 
physician or other physicians. 

A county was said to be without 
school health service if there was not 
at least one public elementary school 
in which children were given a medi- 
cal examination (other than an ex- 
amination for athletics) by a phy- 
sician. For example, if a county 
should have 100 elementary schools 
and only one of these should have pro- 
vision for health examinations, this 
county would be listed as having 
school health services. Thus, the posi- 
tive statement of how many counties 
have school health services may be a 
gross over-statement. The negative 
statement of how many counties do 
not have school health services has 
more meaning. 


CouNTIES WITHOUT SERVICE 


The results of this study are shown 
in Table I. A glance at this table will 
show that in certain of the states @ 
larger number of the counties are 
without service for nonwhite children 
than for white children. These states 
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TABLE I 


Wuits AND NONWHITE CHILDREN WITHOUT ORGANIZED MEDICAL SERVICE IN PUBLIC ELE- 
MENTARY SCHOOLS, 17 STATES AND THE DISTRICT OF COLUMBIA, 1946 








Number of Counties 
Without Service For: 


Per cent 
of Children, Age 5-14, 
In Counties Without Service 

















White Nonwhite White Nonwhite 
State or County Group Total Children Children Children Children 
hana : 67 12 30 19.5% 38.2% 
pO eee ee 75 56 54 73.2 61.5 
Delaware 3 0 0 pats a 
Florida 67 28 30 16.7 19.8 
Georgia : 158 119 125 50.2 55.9 
ae 120 44 56 31.1 19.9 
pS SCRE ene eee eee 64 14 17 12.8 17.3 
RO nessa corti eene 24 3 2 A 1.6 
See 82 17 21 20.5 15.4 
) ES eee 115 92 70 43.3 23.6 
North Carolina --.......... 99 20 26 12. 17.2 
Oklahoma Sere Re 36 34 27.9 20.6 
South Carolina 46 9 12 13.7 25.0 
Tennessee ae 95 63 60 46.6 27.9 
Texas ieee 254 205 176 53.9 58.2 
Virginia. — 100 71 70 47.0 48.5 
West Virginia 55 26 21 31.6 18.7 
District of Columbia -_..-.... 1 0 O.- ee . eee 
TOTAL 1,502 815 804 35.3% 31.9% 





are: Alabama, Florida, Georgia, Ken- 
tucky, Louisiana, Mississippi, North 
Carolina, and South Carolina, a total 
of eight states. The following eight 
states have more counties without 
health services for white children than 
for colored children: Arkansas, Mary- 
land, Missouri, Oklahoma, Tennessee, 
Texas, Virginia, West Virginia. Dela- 
ware and the District of Columbia re- 
port services in all the counties for 
the colored pupils as well as the 
whites. 

In making a further study as to 
what proportion of the children in the 
state are in the counties without serv- 
ice, we find that there are relatively 
more colored children in the counties 
without health service in the schools 
in the following states: Alabama, 
Florida, Georgia, Louisiana, North 
Carolina, South Carolina, Texas, and 
Virginia, a total of eight states, where- 
as there are a larger proportion of 


white children in the counties without 
health services in Arkansas, Ken- 
tucky, Maryland, Mississippi, Mis- 
souri, Oklahoma, Tennessee, and West 
Virginia. These lists are slightly dif- 
ferent from those in the preceding 
paragraph. For the 17 states and the 
District of Columbia, as a whole, it 
is seen that there are a slightly greater 
number of counties and a slightly 
larger proportion of white children 
without school health services than in 
the counties without services for the 
nonwhite children. 

Table II shows the distribution of 
the counties without school medical 
service, as to whether they are greater 
metropolitan, lesser metropolitan, ad- 
jacent to metropolitan, isolated semi- 
rural, or isolated rural counties.27 A 
comparison is made of the data for the 

“For a detailed discussion of this county classi- 
fication, see ‘Health Services for the Rural Child,”’ 


Journal of the American Medical Association, 137: 
337, My 22, 1948. 
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TABLE II 


Waite AND NONWHITE CHILDREN WITHOUT ORGANIZED MEDICAL SERVICE IN PUBLIC ELE 
MENTARY SCHOOLS, 1946, By CouNTY GROUP 








Per cent 
Number of Counties of Children, Age 5-14, 
Without Service For: In Counties Without Service 












White Nonwhite White Nonwhite 

County Group Total Children Children Children Children 
17 States and District of 

Columbia, TOTAL  - .. 1,502 815 804 35.3% 31.9% 
Greater Metropolitan —_ 10 1 1 1.2 0.2 
Lesser Metropolitan 66 9 10 9.9 8.5 
OO ee, | 166 169 45.1 43.8 
Isolated Semi-Rural mS 569 264 282 39.1 33.8 
Isolated Rural] -............ a aa 375 342 63.6 54.7 
United States, TOTAL _. 3,076 1,545 22.4% 
Greater Metropolitan 63 2 0.6 
Lesser Metropolitan —.....0 177 2 6.3 
Aditacent, oa 668 306 $2.1 
Isolated Semi-Rural - aw» 2.58 494 35.6 
Isolated Rural .. 1,052 720 60.6 





17 states with those for the United 
States as a whole, for all children, 
white and nonwhite combined. 

It is seen from this study that the 
services are more frequent in the 
highly populous areas and less fre- 
quent in the more rural areas. As one 
goes away from the large cities, the 
white children receive increasingly 
less care than the colored pupils. In 
comparison with the country as a 
whole, it is seen that in the states 
where there is segregation of the col- 
ored pupils there is less health serv- 
ice for both the white and Negro 
school children. However, there is no 
particular discrimination apparent 
from these figures as regards the 
amount of service furnished the col- 
ored schools. 


MeEpDIcAaL Starr ENGAGED 


With regard to the medical staff en- 


gaged in these services, figures are 
available for only the following 12 


Southeastern states: Alabama, Arkan- 
sas, Florida, Georgia, Kentucky, 
Louisiana, Mississippi, North Caro- 
lina, South Carolina, Tennessee, Vir- 
ginia, West Virginia. It is noted that 
of the states where there is segrega- 
tion, the following states and the Dis- 
trict of Columbia are omitted: Dela- 
ware, Maryland, Missouri, Oklahoma, 
and Texas. 

Data for the Southeastern states 
show the employment of 934 physi- 
cians, of whom 564, or 60 per cent, 
are health officers. The 370 school 
physicians other than health officers 
were employed by the following agen- 
cies: 278 by official health agencies, 
53 by official education agencies, 36 
by joint official agencies, and 3 by oth- 
er agencies. 

The proportion of the physicians 
serving in the schools that were em- 
ployed by the different types of agen- 
cies in the Southeast region, as com- 
pared with the United States as a 


whole, is given below: 





ose ar ves 


A rt ca 
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Southeast United 
Region States 
Health officers _........... 60% 20% 
School physicians 
Employed By: 
Official Health Agency 30 11 
Official Education 
Fn 6 38 
Joint Official Health 


And Education 
Agencies): 4 29 
Other Agencies -__-___ * 2 


100% 100% 





*Less than 0.5 per cent, 


It is seen that a definitely larger pro- 
portion of the work in these South- 
eastern states must be done by health 
departments than is true for the coun- 
try as a whole. 

The nursing situation is similar. In 
the country as a whole, about 11,700 
nurses gave some time to the schools, 
usually as a part of a general public 
health program. More than one-third 
(38 per cent) of these nurses did full- 
time work in school. About 40 per 
cent were employed by the official 
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health agency, almost the same pro- 
portion by the official education agen- 
ey, and most of the rest by official 
health and education agencies jointly. 
In the Southeastern region we find 
that a large majority (85 per cent) 
of the school nurses were employed by 
the official health agency. 


SUMMARY 
1. Inthe 17 states and the District 


of Columbia, where there is segrega- 


tion of the white and nonwhite pupils, 
there is less extensive school health 


service, on the whole, than the average 
for the country. 

2. From the limited data available, 
apparently the Negro and the white 
pupils receive equal school health 
services. 

3. The health services are provided 
for these schools predominantly by the 
official health agency instead of the 
official education agency. 











CHAPTER X XVI 


THE NEGRO FAMILY AS A HEALTH AGENCY 


FuLemMMIE P. KITTRELL 
Professor and Head, Department of Home Economics, Howard University 


In a technological society, such as 
the one in which we live, families must 
continue to transmit the cultural pat- 
terns of that society. They must at 
the same time influence basic health 
and personality structures of each in- 
dividual. Families, therefore, have 
the biggest job in the world—and let 
me add, the most important and com- 
plicated. Yet, the family is thought 
of so casually that one is apt to forget 
its great significance in the preserva- 
tion and development of the human 
race. The family is the primary and 
most important agency in health and 
protection. It originated out of the 
necessity of the young for a stable 
group to insure proper physical care 
during the prolonged period of in- 
fancy. 


THE IMPORTANCE OF THE HARLY 
YEARS 


As soon as a baby is born, he begins 
to develop habits and patterns of be- 
havior which lay the foundation for 
his whole later life. Whether these 
habits shall be good or bad rests with 
parents and other members of the 
family group. Current research makes 
it clear that little children acquire in 
their daily living behavior patterns 
that have a fundamental influence in 
determining their personality, disposi- 
tion, and character. These patterns 
and learnings come about in the 
child’s small family world. Along with 
areas of social health the child is de- 


422 


veloping habits of eating, sleeping, 
dressing, and general hygiene. A basic 
human need is security. An obvious, 
unquestionable, all-embracing love is 
essential for small children. Nothing 
else will give a feeling of security 
without which general health is im- 
possible. If little children have this 
full sense of security, they will not be 
likely to spend their later lives seek- 
ing for it through power or prestige 
in one way or another. Furthermore, 
if children do not have a feeling of 
security growing out of this all-em- 
bracing love, nothing else can take its 
place—even food, clothing, or good 
housing cannot make up for this loss. 
The great majority of Negro children 
do not have constructive early years. 
In many families both parents work to 
supplement the low income; and in a 
great many cases where there is de- 
sertion, mothers are the sole breadwin- 
ners. As a rule mothers are tired and 
exhausted when they come in from 
work and do not make good guidance 
people for little children. As soon as 
the children of working parents are 
large enough to partially shift for 
themselves, they leave the immediate 
environs of the home and tend to get 
into many kinds of social difficulties. 
Adolescence is that period of grow- 
ing up which is often called the ‘‘teen 
age.’’ This period need not be diffi- 
cult if there has been good childhood 
development. The habits of eating, 
sleeping, recreation, and emotional 
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control should have been developed by 
now. Parents should be able to de- 
pend on young adults to follow 
through with only little assistance in 
routine hygiene. With very poor guid- 
ance during the early years in regard 
to habits and the absence of parents 
from home during the day, the health 
results show up on the negative side. 
The large number of Negro youth who 
drop out of school and the appalling 
number of unmarried mothers attest 
to this fact. In addition to the prob- 
lems around social: health, one finds 
others as well. The period of adoles- 
cence is one of rapid physical growth 
in both weight and height. Much 
more food needs to be provided at this 
time for both boys and girls. This is 
the age when tuberculosis is apt to set 
in, and family food needs must be 
watched carefully. 


SPECIAL PROBLEMS OF THE NEGRO 
FamiIty—HEALTH IMPLICATIONS 


The Negro family as we know it in 
America had its rootings in slavery. 
While it has special problems, it is 
representing more and more a cross- 
section of American life and culture 
in general. However, the great ma- 
jority of Negroes fall in the low in- 
come group, and their education has 
been limited in one way or another in 
many areas of knowledge. Practically 
all Negro families have certain handi- 
caps placed on them which operate 
against their best functioning. The 
first handicap has to do with the gen- 
eral problem of segregation and dis- 
crimination. This has many attending 
evils of which we are all aware. This 

1D, A. Thom, Guiding the Adolescent. Washing- 


ton: Children’s Bureau, Publication No. 225, 
1946, pp. 34-39. 
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discrimination and segregation is 
detrimental to good mental health for 
both the majority and minority. This 
brings on frustration which is evi- 
denced by many types of inferior be- 
havior. The second problem (and 
much of it growing out of the first) 
has to do with broken homes and in 
many instances the wrong concepts or 
lack of appreciation as to what a home 
really means. The conditions of slav- 
ery have a great deal to do with this 
second problem. During ante-bellum 
days Negroes were not encouraged to 
develop good patterns of family liv- 
ing. On the contrary, it was made im- 
possible for them to do so. A good 
strong stable family group would be 
a threat to the system of slavery so 
the family as an integral and effective 
group was not allowed to develop. 
These early experiences continue to 
have their evil effects even now. It is 
difficult today to make family life ade- 
quate for those who have never fully 
participated in good family life and, 
thereby, have no concept of what the 
patterns for good functioning is like. 
There is another problem that aggra- 
vates Negro family life. While mar- 
ried women are found in the labor 
force, the Women’s Bureau reports 
that Negro women tend to rem*in in 
the labor force after marriage to a 
greater extent than do white women.” 
This difference can be attributed part- 
ly to economic factors which force 
Negro women to work to supplement 
the low income of their husbands. Be- 
ing away from home on the part of 
both parents and not providing ade- 
quate care and guidance for little chil- 


2U. S. Department of Labor, Women’s Bureau, 
“Negro Women Workers,” 1948, p. 2. 
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dren continue to be the greatest threat 
to their overall health and develop- 
ment. 


Hovusina AND INTERIOR FURNISHINGS 


Most of the health education in re- 
gard to family housing is of an in- 
formal and indirect nature. It comes 
about in the day to day activities and 
constant contact with the physical sur- 
roundings. When shelves are low, chil- 
dren will be encouraged to put their 
clothes away just as they will be more 
inclined to wash their hands if the 
basin is on a stand within easy reach 
and water easily accessible. Consid- 
eration for others is easier in a home 
if there is sufficient privacy for each 
member of the family. Proper light- 
ing, ventilation, and location of rooms 
in regard to their use make their 
steady contribution to the establish- 
ment of good health habits. The basis 
for esthetic taste and appreciation is 
laid early in life. Attractive and effec- 
tice pictures, good books, and sturdy, 
attractive furniture have good indi- 
rect guidance value. In short, the 
physical environment does a great 
deal to help with the formation of 
good or bad health habits. Even 
though there is great concern about 
housing at the present time our fig- 
ures on this subject are still very in- 
complete. Prior to World War II our 
general figures showed that less than 
one-half of our population was prop- 
erly housed. When we look at the Ne- 
gro figure as a unit, the percentage is 
much higher.® 

Housing must be more than shelter 
from the elements. It should provide 





®White House Conference Report. 
145-149. 


1930, pp. 
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a situation whereby it is easy for the 
occupants to carry on good living and 
good fellowship. The contrary is true 
for the great majority of Negro fami- 
lies. Overcrowding is one of the ma- 
jor problems of both urban and rural 
dwellers. The overcrowded ruban 
homes are usually located in a com- 
munity where recreational facilities 
are limited or totally absent. The re- 
sults of this condition have been point- 
ed up from time to time as there is a 
high correlation between poor housing 
on the one hand and tuberculosis, de- 
linquency, venereal diseases, and pros- 
titution on the other. The rural homes 
of Negroes are in many respects worse 
than those of the city dwellers. 

Research in housing, as such, is 
fairly new in this country. Nation 
wide attention was not placed on it 
until during and immediately after 
the depression years, 1929-1935. The 
present national interest is encourag- 
ing, and it is good to note that houses 
are being built more and more to fit 
the needs of the family rather than 
have the family fit the house. These 
new homes are beginning to be within 
the reach of the average Negro family. 
Much more research is needed to give 
an adequate picture, but a sampling 
from twelve Southern states indicates 
that they are in very poor condition 
and that overcrowding is greater than 
in other areas. In addition, the prob- 
lem of sewage disposal, lack of screens, 
and lack of good water supply become 
a serious health problem.* 

Accidents are the fourth largest 
cause of death in this country. The 


4U. S. Department of Labor, Bureau of Labor 
Statistics, Study of Consumer Purchases, Urban 
Technical Series, Family Expenditures in Selected 
Cities, 1935-36, Bulletin No. 648, Vol. 1, Housing 
(1941), pp. 20-26. 














THE NEGRO FAMILY AS A HEALTH AGENCY 


Consumer Purchases Study® showed 
that more than three-fourths of the 
Negro houses in the Southern areas 
were below the safety margin for 
health. While the home should be the 
safest place in the world; when it 
comes to accidents, the opposite is 
true. ‘‘There is no place like home for 
getting hurt.’’ Statistics point out 
that the highest number of accidents 
in the United States occur annually in 
the home. Burns, falls, and cuts are 
our leading mishaps. The National 
Research Council reported that in 
1940 the total number of fatal acci- 
dents was 96,500. Of this number the 
home led way out in front with 32,- 
000.6 Many of these accidents were 
due to carelessness, but the majority 
of them were due to faulty building, 
lack of sufficient and suitable storage 
space, and improper equipment. We 
do not have the separate figures for 
Negroes; but because of general poor 
housing, it is reckoned that Negroes 
had more than their just proportion. 
To know what to do in case of an ac- 
cident is essential knowledge for every 
homemaker ; however, it is found that 
ignorance in this area outweighed all 
others. 

Only recently have architects been 
keenly aware of their building designs 
in terms of functional living. ‘‘ What 
are the members of the family going 
to do in the various spaces that I am 
about to provide for them?’’ This 
concept will lead to a consideration of 
many factors that have been omitted 
in the past. Most of us live in houses 
of yesterday. Our new concept of 
modern scientific housing should do 

8Ibid., pp. 20-26. 


*National Safety Council, From Accident Facts, 
1944, p, 90. 
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much to foster the development of 
good and safe health habits. But, 
good houses are not enough, there 
must be good, safe work and play 
practices. A slovenly and indifferent 
family can wreck a most efficiently 
built house. The development of good 
habits in regard to food preparation 
and serving, housecleaning and house- 
keeping, child care, laundering, put- 
ting away of tools, etc., all have their 
part to play in safety. Matches and 
sharp tools must be kept out of the 
reach of small children, as well as 
keeping roller skates and other play 
materials off the floor where older 
adults are apt to have accidents and 
encounter serious results. The preven- 
tion of accidents in the home include 
two factors, the development of safe 
habits of working and living and the 
removal of physical hazards in and 
around the home. 


Foop AND NUTRITION 


The problem of proper food and nu- 
trition is really in the hands of the 
one who selects and prepares the three 
meals a day. Food adequate in quan- 
tity and quality in prenatal life and 
for each age level is our first line of 
defense when it comes to health. We 
know a great deal today about food 
and nutrition, and the field is con- 
stantly expanding. However, we find 
that scientific facts find their way only 
slowly into the homes and on the ta- 
bles of families. Until these facts are 
used for family welfare and protec- 
tion, they are of little help. 

We know that food habits are great- 
ly tied in with the cultural patterns 
of society and that these habits are the 
most difficult ones to change. It is, 
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therefore, essential to begin to build 
up good food habits from the day a 
baby is born. The child’s original 
equipment is highly unorganized, 
plastic, and at random so to speak. 
One of the major jobs of parents is 
to organize this behavior into habits 
of a desirable quality. We know from 
cur accumulated research that the 
child is potentially able to adopt al- 
most any pattern of behavior to which 
he is constantly exposed. What a won- 
derful opportunity for parents to 
build well, if they understand how to 
work with and guide children. What 
a tragedy for those who do not know 
and understand child life. 

Our food and nutrition records for 
the country as a whole show that we 
are not well fed. Estimates based on 
the study of family food consumption 
conducted by the Division of Family 
Economics-Bureau of Home Eco- 
nomics in 1935-36 show that families 
in the United States have diets as fol- 
lows: one-fourth have diets that could 
be rated, good; more than a third, 
diets that could be rated, fair; and 
about a third or more diets that rated, 
low." Many of the diets in the last 
category were below the safety line, 
and far below our accepted nutrition 
yardstick.’ These facts do not mean 
that there is necessarily an obvious 
hunger, but there is ‘‘hidden hunger’’ 
of one kind or another. The Bureau 
of Home Economies in its booklet, Are 
We Well Fed, points out: ‘‘Getting 
along on poor diets for weeks at a time 
takes its toll in chronic fatigue, shift- 
ing aches and pains, and certain kinds 





70. 8S. Department of Agriculture, Bureau of 
Home Economics, Family Economics Division, Are 
We Well Fed?, Miscellaneous Publication No. 430, 
1941, p. 7. 

8Ibid., pp. 4-7. 
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of digestive disturbances. While such 
discomforts may not keep a person in 
bed, they cut down his efficiency on 
the job. Inadequate diets prevent a 
child’s normal growth and develop- 
ment. They lower a person’s natural 
resistance to infection. They destroy, 
too, his sense of well-being, his joy in 
being alive and well and able to 
work.’”® 

In the consumer study conducted 
in 1935-36 by the Division of Family 
Economies of the Bureau of Home 
Economics it was found that Negro 
families spent money as wisely as 
white families. When the two groups 
spent the same amount for food, their 
diets rated good, fair, and poor in 
about the same proportions. The rec- 
ords, show, however, that on a whole 
Negro families have much lower in- 
comes than white families and, there- 
fore, have poorer diets in a larger 
proportion. Adequate education, suffi- 
cient income for a good standard of 
living, and stability of the family 
group favored, in every instance, bet- 
ter diets and food consumption. It 
was further found that homemakers 
who are good planners, managers, 
good cooks, who understand food 
values and can read food labels, make 
money go further in regard to good 
diets. These facts held true for both 
white and Negro families. Food alone, 
however, cannot make for good 
health.° The social, emotional, and 
physical climate of the home play a 
major role. Health has recently been 
defined by the World Health Organi- 
zation as a state of complete physical, 
mental, and social well-being and not 

°U. S. Department of Agriculture, op, cit., p. 1 


WBrock, Chisholm, “A New Look at Child 
Health,” The Child: 12:178, My 1948. 














merely the absence of disease or in- 
firmity. One can see then that the 
total pattern of Negro life in homes 
has a tremendous influence on health 
and that food plays only a part even 
though that part be ever so important. 


Home-CoMMUNITY RELATIONS 


Community environment has a 
great deal to do with family growth 
and development. It is much easier 
to guide children through the early 
growing years if the neighborhood 
and its practices are in accord with 
the principles one wishes to teach and 
instill in one’s children. The choice 
of a home is based on many factors— 
playgrounds, schools, churches, recre- 
ational facilities, libraries, and the 
like. Wherever a group is restricted 
in one way or another from fully par- 
ticipating and enjoying these services, 
mental and social health in its real 
sense is impossible. Families must rec- 
ognize this fact in all its ramifications, 
and then work intelligently, progres- 
sively, and continuously to make the 
community a democratic place in re- 
ality for all. There can never be good 
health for the Negro group as long as 
segregation and discrimination are al- 
lowed to continue. 


SUMMARY 


The family is our primary health 
education agency. Much of its activ- 
ity in the Negro home as in other 
homes leads to ill health—physical, 
mental, and social. The physical strue- 
ture and composition of the house, its 
furnishings, provisions for recreation, 
the clothing for the family group, in- 
terpersonal relationships, and food 
make up the major points around 
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which health revolves. Education con- 
nected with these activities is the re- 
sponsibility of the family group. This 
responsibility cannot be transferred 
to anyone else no matter how compli- 
cated our society becomes. Neither 
physicians, nurses, social workers, nor 
any other agent can take over this 
phase of family activity. They can 
help and that is as far as they can go. 

We have the knowledge, and we 
have developed techniques and skills 
to do a good home education job, but 
far too many people comprising Ne- 
gro families possess neither of these. 
We must help them to get these tools 
as a part of their general education. 
How to feed, cloth, and house one’s 
self properly is primary in survival. 
How to get along in a family group 
that is ever changing from within and 
adjusting to pressures from without 
is discipline of a high order and civi- 
lization at its best. We have a big job 
ahead to carry on research which will 
throw continued light on present day 
activities in Negro families, and we 
can do it if we will. There is need for 
greater economic security for Negro 
families in general. A steady job with 
a high enough income must be avail- 
able for a decent standard of living 
which is basie for building self-respect 
and security. In addition to this, 
there must be a greater appreciation 
of home living on the part of Negro 
families and much concentrated ef- 
fort must be placed on helping Negro 
youth to secure general education to 
make for good patterns in family liv- 
ing. 

It is encouraging to note the gen- 
eral concern about family life in all 
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racial and religious groups. In May, 
1948, more than one hundred twenty- 
five national organizations sent repre- 
sentatives to attend the National Con- 
ference on Family Life held in Wash- 
ington, D. C. Many different kinds of 
specialists participated, and everyone 
was eager to pool the best of his ex- 
perience and research to throw light 
on better ways of family living. Med- 
ical doctors, nutritionists, nurses, 
home economists, educators, business 
people, social workers—to name a few 
—made their contribution. These peo- 
ple came from all parts of the United 
States and represented all races, 
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creeds, and colors. Among the general 
recommendations were the following: 
encouraging legislation which will 
build up rather than break down fam- 
ily life; augmenting needed services 
for the family; providing more ade- 
quate education for family living, and 
stressing the need for an environment 
which will build greater community 
health and general security. If these 
general recommendations can be 
spelled out so that every family will 
be reached, there will be much more 
constructive health realized in the Ne- 
gro family and, thereby, better health 
for the country in general. 
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CHAPTER X XVII 


THE SOCIO-ECONOMIC BACKGROUND 
OF 
NEGRO HEALTH STATUS 


CHARLES S. JOHNSON 
President, Fisk University 


The health status of a people is de- 
termined not only by inherent capa- 
city to survive but also by the in- 
fluence of the cultural milieu. Biolo- 
gy and environment are so interre- 
lated in determining health status 
that it is hardly possible or practic- 
able to attempt a separation. Viewed 
from this perspective, the health stat- 
us of the Negro becomes more than a 
question of medicine, or of hospitals, 
or of physicians, It is bound up se- 
curely with the elusive factors of eco- 
nomic levels, cultural status, and the 
progress of medical science itself. The 
health status of the Negro cannot be 
adequately understood without refer- 
ence to the socio-economic context of 
the group. There is a significant cor- 
respondence between the amount of 
Negro illiteracy, low economic status, 
and morbidity and mortality rates. 
Folk cures, superstitions, and lack of 
knowledge throw up a formidable bar- 
rier to proper treatment of illness. 


INcomME, OccuPATIONS AND HEALTH 
Stratus 


Quite apart from the external re- 
strictions with respect to admission 
to hospitals and full participation in 
various public health programs, the 
Negro faces serious economic handi- 
caps. The significance of economic 
well-being as a factor in disease pre- 
valence has been widely studied. It 
is rather generally accepted that mor- 


tality and morbidity rates are higher 
among the poor than among the rela- 
tively well-to-do. Poverty itself is not 
a causative factor in ill-health, but it 
is the inability due to inadequate in- 
come to maintain a standard of living 
conducive to good health which is the 
important factor. The best index of 
economic status is obviously the in- 
come of a group. The income of the 
Negro shows a great disparity when 
compared with that of other groups 
in the population. In 1946, for ex- 
ample, the median income of urban 
and rural nonfarm nonwhite families 
in the United States was $1,562 as 
compared with $2,741 for whites.’ 
The median income of white families 
ranged from $2,441 in the South to 
$2,970 in the Northeastern states 
while that for nonwhites ranged from 
$1,318 in the South to $2,059 in the 
North Central States. 

Occupation not only plays a de- 
termining role in fixing income but 
it is also one of the most potent fac- 
tors in deciding the state of health 
and fixing the length of life.2 The 
hazards of accident and disability 
vary significantly for occupations. 
Work activity itself involving hard 
physical labor appears to have a de- 
leterious effect on health. The im- 


10urrent Population Reports, “Consumer In- 
come.” Series P60, No. 1, Ja 28, 1948. U. S. 
Department of Commerce, Bureau of the Census, 
Table 4. 

*Louis I. Dublin and Alfred J. Lotka, Length 
of Life. New York: The Ronald Press Co., 1936, 
Chapter 10. 
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portance of occupations in affecting 
health status can be noted in the fact 
that states with widely differing oc- 
cupational characteristics show mark- 
ed difference in mortality rates, In 
general, industrial states have higher 
death rates than agricultural states 
and unskilled industrial workers have 
approximately twice the death rate of 
white-collar workers. This latter cir- 
cumstance has significant implica- 
tions for the health of Negroes. 

Prior to the recent war, the heavi- 
est concentrations of Negro workers 
were in unskilled branches of indus- 
try, and in agriculture and domestic 
and personal service, although there 
had been some penetration into in- 
dustry and into positions above the 
unskilled level. In 1930, there were 
64 general industrial or _ service 
groups in a total of 126 in which Ne- 
gro workers were engaged and in 
which 50 per cent or more were un- 
skilled and 50 per cent or more of 
the white workers were above the un- 
skilled level. As a matter of fact, the 
total number of Negro workers in the 
64 fields was 3,051,408 or 55.4 per 
cent of the total Negro working popu- 
lation. About two-thirds of these 
workers were in agriculture and do- 
mestic and personal service. 

There were, however, 38 industrial 
fields in which 50 per cent or more 
of the Negroes were employed in 
capacities above unskilled labor. In 
these industries were 665,834 Negro 
workers or about 12 per cent of the 
total working force. In only seven 
occupational fields were more than 50 
per cent of the Negro employees 
skilled or white collar workers. These 
fields were: suit, coat and overall fac- 
tories; automobile repair shops; post- 


al service ; insurance ; real estate ; pro- 
fessional service; recreation and 
amusement, 

Despite the fact that Negroes made 
tremendous industrial and occupa- 
tional gains as a result of World War 
II, their relative position in the total 
labor force did not change substan- 
tially.* There was little change in 
the proportion occupied in unskilled 
jobs, for while there was some up- 
grading of Negro workers, a larger 
number of Negroes was added to the 
labor force in the lower job classifica- 
tions. Between 1940 and 1944, Ne- 
groes made gains as skilled and semi- 
skilled workers, but over 98 per cent 
of the clerical and sales force in the 
country and approximately 95 per 
cent of the professional, proprietary 
and management group remained 
white between 1940 and 1944. 

The recent war did have, however, 
an important bearing upon the future 
of Negro labor. First, Negro workers 
were geopraphically distributed where 
the bulk of war industries were lo- 
cated. In the first monumental plans 
for war production in 1941 the value 
of defense contracts and project or- 
ders was $13,287,163,000, and of this 
total the fourteen Southern states re- 
ceived about 7 per cent, although 
they had about a fourth of the popu- 
lation. This means that the vast bulk 
of these contracts went to states out- 
side the South. The war contracts 
were awarded to the older industrial 
areas where there were basic facilities, 
transportation, and a potential labor 
force reasonably well adapted to in- 
dustry. For the period June 1940 to 

3Cf. Charles S. Johnson and Preston Valien, 
“The Status of Negro Labor’ in Colston Warne 


(Editor), Labor in Postwar America, Brooklyn: 
Remsen Press, 1949, Chapter 26. 
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June 1942, 6.3 per cent of the $80 
billion in war contracts went to eleven 
Southern states. Eight Northern and 
Western states received over half the 
awards, and these states drew Negro 
labor to them. This undoubtedly will 
have permanent effects upon the geo- 
graphic and industrial distribution of 
the Negro population, despite the in- 
cidence of new industries in the 
South. This has significant implica- 
tions for the health status of the Ne- 
gro not only with reference to the 
changes in income status involved, 
but also with reference to the modifi- 
eation of working conditions which 
have been observed to affect health 
status in some measure. 


Housing AND HEALTH STATUS 


Inadequate housing is another as- 
pect of general Negro life which is 
associated with low income and poor 
health status. In every major Ameri- 
ean city, the pattern of population 
distribution provides residence areas 
that are either predominantly or ex- 
clusively Negro in tenure. Whatever 
the character of the general popula- 
tion, even in the cities, of the North 
and West where there are several cul- 
tural and national groups, the Negro 
districts stand out boldly and few 
Negroes may live outside of them. 
There are certain characteristics al- 
most invariably associated with the 
Negro residence area. These areas 
tend to be located in the oldest part 
of the city, where the first housing 
was erected, and thus they contain the 
oldest and most obsolete dwellings. 
This has also been generally true of 
the areas of concentration of other 
newly arrived immigrant groups, 
such as the Little Italys and Little 
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Bohemias of many Northern cities, 
now tending to disappear because of 
restrictions of foreign immigration. 
The difference has been that with im- 
proved economic standing and 
‘‘ Americanization’’ significant num- 
bers of the members of European 
nationality groups have been able to 
move into areas of better housing and 
greater dispersion. Negroes whose 
economic status and adjustment to 
new ways of living have shown simi- 
lar progress have frequently been un- 
able to move out in the same way. 

The Negro areas tend to exhibit the 
greatest municipal neglect, not only 
because the dwellings and surround- 
ing facilities are hardest to keep in 
repair but also because the residents 
themselves frequently have little voice 
in the municipal government. The 
result is that these areas afford least 
protection from fire hazards, least en- 
forcement of health and sanitary 
codes, and smallest attention to the 
collection of rubbish and garbage and 
to the repair and upkeep of streets 
and alleys. 

Most of the structures in Negro 
residential areas are owned by per- 
sons other than the occupants and are 
kept for rental purposes. Because 
the properties often lack modern con- 
veniences and have been rejected by 
successive economic levels of white 
residents with freedom to move to 
more desirable areas, the over-all rent 
levels tend to be low. However, when 
compared with similar accomodations 
available to white tenants the rents 
are generally high. Shuman found 
from an examination of 1940 census 
data for Newark, New Jersey, that 
when rent as a factor was held con- 
stant, Negro housing was greatly in- 
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ferior to the dwellings occupied by 
white families* She found that on 
every rent level, the percentage of 
substandard Negro housing was con- 
siderably greater than the percentage 
of substandard white units, and that 
the differential against Negro housing 
was greater at higher rent levels. 
Robinson, in a more extensive inves- 
tigation, used 1940 census data to 
study the relationship between the 
condition of dwelling units and rental 
value by race of occupants in 16 
Northern and Western cities and 26 
Southern metropolitan districts.’ She 
concluded that the nonwhite group 
received proportionately less housing 
value for the same price than did the 
white group. 

Segregated residential areas not 
only facilitate differentials in rent and 
in municipal services by race but also 
make possible, as an incidental factor, 
differentials in other living costs such 
as food prices. The Commissioner of 
Public Welfare in Chicago testified 
before a General Conference called 
by the Mayor’s Committee on Human 
Relations, that food prices in the Ne- 
gro residential areas were the highest 
in the city. 

In the South, where the bulk of 
the Negro population resides, migra- 
tion of Negroes to the cities and out- 
side of the region has not improved 
the housing situation for Negroes of 
the region. Between 1940 and 1947, 
the Negro population in the Southern 
states decreased in round numbers 
from 10,007,000 to 9,530,000, a de- 
cline of 4.8 per cent. During the 


“Differential Rents for White 
Journal of Housing, 3:109, 


*Sara Shuman, 
and Negro Families.”’ 
Ag 1946. 

SCorienne K. Robinson, ‘‘Relationship Between 
Conditions of Dwellings ‘and Rentals, by Race.” 
Journal of Land and Public Utility Eco 
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same period, however, the proportion 
of decrease in the dwelling units oc- 
cupied by Negroes was 6.8 per cent 
which exceeds the proportion of Ne- 


gro population loss. Although the 
Negro population in the South de- 
clined during and since the war, the 
number of Negroes living in Southern 
urban centers actually increased by 
over 600,000 persons. While this 
represented a population growth of 
16.5 per cent, the number of urban 
dwelling units occupied by Negroes 
in the South grew by only 13.8 per 
cent.® 

Negro families, as their numbers 
increased, have been forced to increase 
the ratio of persons to living space. 
In the 17 Southern and border states 
in 1940, approximately 10 per cent 
of the urban dwelling units occupied 
by Negro owners housed more than 
1.5 persons per room, as against less 
than 5 per cent in the case of such 
units occupied by white owners. With 
regard to urban tenants, 23.0 per 
cent of the dwelling units occupied 
by Negroes housed more than 1.5 per- 
sons per room, while only 12.3 per 
cent of the urban dwellings occupied 
by white tenants were similarly over- 
crowded.’ 


Even if Negroes were free to com- 
pete for more adequate housing on 
the same basis as whites in the open 
market, the lower incomes of Negroes 
would still place them at a disadvan- 
tage. Income limitations partly ex- 
plain the fact that 52.5 per cent of 
the urban dwellings owned by Negro 
families were under $1,000, while 

*Housing and Home Finance Agency, Housing 
of the Nonwwhite Population, 1940 to 1947. 
Washington: Je, 1948. 


Housing and Home Finance Agency, Housing 
Statistics Handbook. Washington, D. C., 1948, 





22 :296-30, Ag 1946. 


Table 64. 
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only 12.2 per cent of the urban units 
owned by whites fell in this class. 
Barely 14 per cent of the dwelling 
units owned by Negroes exceeded 
$5,000 in value, as against over 60 
per cent of the units owned by 
whites.® 

The situation with respect to rural 
housing in the South is seriously in- 
adequate for both whites and Negroes, 
but is more critical for Negroes than 
for whites. The following compari- 
son of housing characteristics of rural 
farm dwellings occupied by whites 
and nonwhites in the South in 1940 
indicates some of the critical aspects: 

Low income, high rents, overcrowd- 
ing and inadequate facilities for the 
maintenance of proper sanitary stan- 
dards form a complex of factors re- 
lating to Negro housing which aid 
in explaining its association with high 
mortality and sickness rates among 
this racial group. 


ILLITERACY AND SUPERSTITION 


The placing of major emphasis 
upon the relationship of economic 
factors to health status is not intend- 
ed to minimize the role of other mea- 
sures in determining the health status 
of the Negro, One of the most acute 
problems is that of illiteracy and 
superstition. Education in proper 
health measures faces serious handi- 
cap where there is an absence of liter- 
acy. Illiteracy in the United States 
had declined to a new low by October, 
1947, at which time only 2.7 per cent 
of the population 14 years old and 
over were unable to read and write.® 
However, the illiteracy rates for 


Ibid, Table 71. 


*Current Population Reports, “Illiteracy in the 
United States: October, 1947.” Series P-20, S 
22, 1948, U. S. Department of Commerce, Bureau 
of the Census. 
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whites 14 years old and over was 1.8 
per cent as compared to 11.0 per cent, 
or 6 times as high, for nonwhites. 
Marked progress in the reduction of 
illiteracy among nonwhites is indi- 
cated, however, by the relationship 
of illiteracy to age in this group. (See 
Table II.) The proportion of illiter- 
ates was lower in each successively 
younger age group. Although 32 per 
cent of the nonwhites 65 years old 
and over were illiterate only 4 per 
cent of the nonwhites 14 to 24 years 
old were illiterate. 

Illiteracy is intimately related to 
ignorance about the nature of dis- 
ease, the seriousness of disease, and 
the maner of promoting health. Whit- 
ing, in a study of 50 patients of rela- 
tively low educational status, found 
that 15 or approximately one-third 
of the patients had problems of cul- 
tural adjustment associated with their 
diseases which constituted a _ hind- 
rance to the successful utilization of 
modern and accepted medical prac- 
tices.19 Whiting cites a case of an 
uneducated widow, sixty years of age, 
which illustrates the manner in which 
individual practices and traits, repre- 
sentative of a cultural lag, may enter 
into or constitute a medical problem: 


The patient blamed her illness on the 
fact that she had been ‘‘hoodoed’’, 
and because of this she felt that there 
was no possible medical cure for her. 
According to her system of beliefs, only 
the person responsible for the ‘‘hoodo’’ 
spell could break it. According to her 
story, she had been ‘‘hoodooed’’ twice 
and both of the agents were dead: 
consequently her situation was hopeless. 
She was ‘‘crossed-up’’, as she termed 
it, first, as a child when a neighbor 
accidentally threw ‘‘snake-dust’’on her. 
The second ‘‘crossing-up’’ was blamed 
on her sister-in-law, who she claimed, 


Albert N. Whiting. ‘‘Some Problems of Social 
Adjustment Associated With Disease.” (Unpub- 
lished Master’s Thesis, Fisk University, 1941), 
p. 33. 
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TABLE I 


COMPARISON OF HOUSING CHARACTERISTICS OF RURAL FARM DWELLINGS OCCUPIED BY 
WHITE AND NONWHITES IN THE SouTH: 1940 





Housing Characteristics 


Color of Occupants 














White Nonwhite 
Per Cent Needing Major Repairs 36 44 
Percent Without Running Water 89 99 
Percent Lacking Electricity 78 97 
Per Cent Lacking any Water Supply —.......... as 16 27 








Source: 


Southern Regional Council, The Condition of Our Rights, Atlanta, 1948, p. 32. 


TABLE IT 
Per CENT ILLITERATE IN THE CIVILIAN NONINSTITUTIONAL POPULATION 14 YEARS OLD 
AND OvER, By AGE AND COLOR, FOR THE UNITED STATES: OCTOBER, 1947. 





























Color 
Age 
White Nonwhite 
Total, 14 years and over 1.8 11.0 
14 to 24 years) _.. 0.6 4.4 
25 to 34 years 0.8 7.2 
35 to 44 years 1.3 9.7 
45 to 54 years) _____... 2.0 13.8 
55 to 64 years) _.......... 4.2 19.1 
65 years and over __.. 4.9 32.4 





constantly attempted to alienate her 
husband’s affections. In regard to the 
method used to ‘‘cross her up’’ the 
patient explained that the sister-in-law 
was her hairdresser, and that she sim- 
ply plucked several hairs from her head 
and subjected them to certain ‘‘hoo- 
doistic’’ rituals. As a result the pa- 
tient felt that medical treatment would 
be to no avail, and often asked the doc- 
tors to give her enough ether so that 
she could die quietly.11 


The use of folk or hear-say reme- 
dies or patent medicines is related 
both to lack of education and to low 
income, Price, in a study of Negro 
infant mortality in Nashville, found 
that 60.0 per cent of 146 Negro moth- 
ers reported that they used folk or 
hear-say remedies or patent medicines 
in treating illnesses.1* Forty or 27.0 
per cent of the mothers stated that 
they used folk or hear-say remedies. 
The relationship to education is seen 
in the fact that none of the mothers 


UJbid., p. 54. 
Alberta E. Price, “Social and Economic Fac- 
tors Associated with Negro Infant Mortality in 
Nashville, Tennessee, for 1940.” (Unpublished 
Master’s Thesis, Fisk University, 1942), p. 75. 





who reported 12 or more years of 
schooling reported using hear-say 
remedies and only a few such mothers 
reported use of patent medicines. 
Price also discovered that mothers 
who used hear-say remedies were 
more likely to be of rural birth than 
mothers who did not use such reme- 
dies.1% 

Health education and health pro- 
grams have increasingly been having 
their effects among the Negro popu- 
lation; Negro illiteracy has been re- 
duced markedly; migration of Ne- 
groes from the South to the North and 
West has exposed them to better wages 
and certain measures of sanitation; 
and along with these factors has gone 
a consistent improvement in health. 
Negro mortality rates today are ap- 
proximately where the white rates 
were about 20 years ago; and where 
conditions are at all favorable, simi- 


BI bid, p. 81. 
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lar results are registered in life con- 
servation. 


CONCLUSION 


Dorothy Dickins has elaborated a 
health program for the improvement 
of health in the South which combines 
science, economics and education, im- 
plemented by community responsi- 
bility. She suggests the following 
measures: (1) complete elimination 
of malaria, hookworm and pellagra, 
three diseases peculiar to the South; 
(2) improvement of the diet of South- 
ern people; (3) an increase in in- 
come, and (4) programs of health 
education for the entire population.’ 
There is wisdom in her insistence that 
the adoption of these measures should 
be a matter of community responsi- 
bility. 

It is necessary, from the perspec- 
tive of socio-economie factors, to view 
Negro health problems as community 
or social problems rather than as per- 
sonal or racial ones before the neces- 
sity for improvement can become ful- 
ly convincing. Eventually the com- 
munity pays for Negro ill-health. It 
pays not alone through taxes for pub- 
lic health and relief programs, but 
~MDorothy Dickens, “Health in Relation to 


Prosperity in the South.” Journal of Farm Eco- 
nomics, 30:371, Je, 1938. 
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for the support of institutions, and 
for the loss of a healthy citizenry. It 
pays in philanthropy and the person- 
al aid doled out to the individual Ne- 
gro indigents which many of the 
white families of the South and of 
the nation find it difficult to escape. 
The community further pays in the 
loss of both a producer and a con- 
sumer in the shortened span of the 
Negro’s life. For at the present mor- 
tality rate they are cut off before the 
community can fully compensate it- 
self for the expense of rearing them 
to the age of self-support. 

Death rates, however, reveal only 
the anual loss of human lives. For 
each death there are about 16 illnesses 
lasting for one week or longer that 
involve loss of work for the family 
breadwinner, inability of the house- 
wife to go about her normal duties, or 
absence from school of the school 
child.15> This indicates a burden of 
disability which the community sus- 
tains and which might well be re- 
duced or eliminated through the ap- 
plication of our present knowledge of 
science and social engineering to the 
socio-economic factors associated with 
health status. 

15Interdepartmental Committee to Coordinate 


Health and Welfare Activities, The Nation’s 
Health, Washington, 1939, p. 42. 











CHAPTER XXVIII 


THE PRESIDENT’S HEALTH PROGRAM AND THE NEGRO 


Oscar R. Ewina 
Federal Security Administrator 


I can, I think, make no better con- 
tribution to this volume than to try to 
explain the scope and objectives of the 
President’s health program as it re- 
lates to the Negro. 

Since my appointment as Federal 
Security Administrator in August 
1947, I have dug my way through 
what seems like tons of material on 
the subject of health—reports on the 
incidence of sickness and disease in 
various parts of the country, figures 
on the distribution of medical person- 
nel and hospital facilities, the cost of 
medical care and its relation to in- 
come, and all the other elements neces- 
sary to acquire a sound working 
knowledge of the problem of national 
health. The data collected present a 
far from pleasant commentary on 
health conditions as they exist within 
this, the richest and most powerful 
nation on earth. But when one comes 
to that area which concerns the Ne- 
gro, the facts and figures reveal a pic- 
ture of need, misery, and desperation 
almost beyond belief. 

Certainly, the foregoing chapters of 
this edition of the Yearbook of the 
JOURNAL OF NEGRO Epucation add up 
to a shocking indictment of conditions 
among that one-tenth of the popula- 
tion of the United States which is of 
Negro blood. The charts showing the 
details on the excess mortality rate of 
the Negro, as compared with white 
persons, have special significance— 
particularly as they demonstrate that 
almost three times as many Negro 


436 


mothers die in child birth as white 
mothers. Such scourges as tubercu- 
losis, pneumonia, influenza, nephritis, 
cerebral hemorrhage and syphilis still 
take substantially greater toll of Ne- 
gro lives than they do of white lives. 

Throughout these surveys the basic 
eauses of Negro ill health are under- 
scored again and again—poverty, lack 
of proper food, lack of proper hous- 
ing, sanitary conditions. Underneath 
it all, of course, is the lack of job op- 
portunity—job discrimination—which 
prevents the average Negro from earn- 
ing more than a bare subsistence for 
himself and his family. To these fac- 
tors we must inevitably add that of 
ignorance—lack of educational oppor- 
tunity—which is so closely allied with 
poverty, and hangs so heavy over the 
whole struggle against sickness and 
disease. 

Unquestionably, there has been 
some definite progress over the past 
decade or more. During the last 12 
years, for instance, the mortality rate 
for colored males has been reduced 27 
per cent, and that of colored females 
has declined 29 per cent. This is due 
not only to an improvement in general 
standards of living in a period of com- 
parative high employment throughout 
the Nation, but also in very great 
measure to the expansion of state and 
local health services, with Federal aid, 
and to an increasing emphasis on 
health, 

Important as this expansion has 
been, however, it is precisely those 
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poorer states where the great majority 
of our Negroes live that are least able 
to provide a sufficient number of these 
vital health services. The Government, 
of course, is making every effort to 
overcome the inequality and to extend 
these services into every area where 
they are needed. Needless to say, un- 
til this is accomplished, large segments 
of our population, white and colored 
alike, will be denied the fundamentals 
of health protection which are the 
rights of every citizen. 

But it is when we come to the dis- 
tribution of medical services and hos- 
pital facilities among Negroes that the 
problem assumes gargantuan propor- 
tions. Not only is it painfully evident 
that the number of hospital beds avail- 
able to the Negro are in grotesque dis- 
proportion to the Negro population, 
but the number of doctors, dentists, 
and nurses in active practice in areas 
where Negroes chiefly reside is tragi- 
cally inadequate to meet the needs. 
And when one tries to estimate the 
proportion of Negro doctors to Negro 
population, one comes up against some 
completely devastating ratio, as in 
Mississippi, of 1 to 18,000. 

Again and again, the surveys in- 
cluded in this book lay emphasis—and 
rightly—on the Jim Crow discrimina- 
tions which surround the whole prob- 
lem of medical care, including the 
training and practice of Negro doe- 
tors. But they also dig deeper into the 
root of the problem which is the in- 
ability of the average Negro to pay 
for medical care even if it were avail- 
able. It is therefore no accident that, 
in one chapter after another, the ap- 
peal is made for some form of national 
health insurance—some method which 
would make available to the Negro 
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the funds needed to provide adequate 
medical care. 

Let me say, at once, however, that 
need and misery and desperation are 
by no means confined solely to the Ne- 
gro. Poverty knows no color line, and 
the struggle against sickness and dis- 
ease cuts across all racial barriers. 
Most of the same arguments for the 
President’s health program that ap- 


‘ply to the Negro population apply 


also, though in varying degree, to a 
large portion of the white population. 

Broadly speaking, it is only as we, 
as a Nation, are able to make adequate 
medical care available to all the people 
throughout the country, that we can 
hope to make it available to the Ne- 
gro. What the President is primarily 
concerned with is two things. First, 
he wants to expand the health re- 
sources of this country so that there 
will be adequate medical services and 
facilities, effectively distributed, to 
meet the needs of the whole popula- 
tion—white and colored alike. And 
second, he wants to make these serv- 
ices available to all the people at a 
cost they ean afford. 

The first is a question of training 
building 
more hospitals, expanding public 
health services, and so on. The second 
is a question of developing a system 
under which funds will be available to 
pay for the medical services of every- 
one requiring them. 

These two are linked together. For 
the real reason we do not now have 
enough doctors, dentists, nurses, hos- 
pitals in a particular locality is that 
today there is no way to support them. 


more medical personnel, 


There is little point in training more 
medical personnel and building more 
hospitals unless the money is available 
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to pay for their services. If you make 
certain that funds are available to 
pay for medical services whenever 
needed, you give the necessary im- 
petus to a Nation-wide program of 
medical training and hospital con- 
struction and all the rest. 

To accomplish these objectives a 
bill before Congress proposes to au- 
thorize the expenditure of a very con- 
siderable amount of Federal funds. 
It proposes to subsidize, either in 
whole or in part, the establishment of 
new medical training schools and the 
expansion of present facilities. It pro- 
poses to provide loans or scholarships 
to qualified young men and women 
who otherwise would not be able to 
undertake the long and expensive pro- 
fessional training. It proposes to dou- 
ble the amount of Federal money 
available for hospital construction 
through local or community initiative. 
It proposes a really important devel- 
opment of our public health depart- 
ments, to overcome the pitiful under- 
staffing and lack of facilities, and to 
strengthen our public health services 
and state and local programs for dis- 
ease control. And it lays heavy em- 
phasis on medical research. 

All these matters are, to a large ex- 
tent, strictly noncontroversial. Every- 
one agrees that the need exists. And 
nearly everyone agrees it is the re- 
sponsibility of the Federal Govern- 
ment to take decisive steps to meet the 
need. 

Sut there the agreement ends and 
a battle royal begins. For the Presi- 
dent’s proposal to establish a Nation- 
wide system of prepaid medical care 
is distinctly controversial. The Amer- 
ican Medical Association claims that 
such a system would lead to socialism 


and the regimentation of the medical 
profession. It admits, grudgingly 
enough, that some sort of insurance 
is necessary to enable people to meet 
the back-breaking expense of what is 
termed catastrophic illness. But it in- 
sists that the problem can be ade- 
quately met, through Government as- 
sistance, by the voluntary health plans 
now established—the same plans, inci- 
dentally, which not so long ago the 
AMA was describing as ‘‘communistie¢ 
—inciting to revolution.’’ 

Senator Taft of Ohio goes along 
with this idea and underscores his 
concern for the so-called medically in- 
digent. But his proposal turns out to 
be nothing but the ancient idea of the 
dole for those who are on public assist- 
ance. Senator Hill of Alabama also 
has a similar bill. 

None of these substitute proposals 
faces squarely the basic problem of 
making funds available, on a Nation- 
wide basis, for the purchase of medi- 
eal care. The proponents of voluntary 
health insurance simply ignore the 
fact that the high fixed premium 
rates, for even the very limited pro- 
tection which most of these policies 
offer, are wholly beyond the reach of 
the great mass of the population—and 
that the distribution of these policies 
merely follows the present distribu- 
tion of wealth and purchasing power 
for medical care. 

In other words, what these gentle- 
men are really intent upon is preserv- 
ing the status quo. They are willing 
to provide charity for those on the 
very lowest rung of our economic lad- 
der. And they are willing to make it 
easier for the comparatively well-to- 
do to purchase medical care. But the 
dilemma of the great in-between class 
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—the families whose total incomes 
range from, say $20 a week up to 
around $75 or $80 a week—is some- 
thing with which they refuse to con- 
cern themselves. 

For no matter how you look at it, 
at least half the population of the 
country—those in families with in- 
comes of $60 a week or less—can to- 
day afford only the very minimum of 
medical care. Until funds are avail- 
able for them to purchase more medi- 
cal care, there will continue to be a 
shortage of doctors and hospital facili- 
ties in the areas where the need is the 
greatest. 

In dealing with this problem, the 
President seeks to make available the 
money with which to furnish every- 
one—every where—with medical serv- 
ices through a system of social insur- 
ance. This is a method, based on the 
same principle as old-age and sur- 
vivors insurance, under which the 
premium cost is related to a man’s ac- 
tual earnings and the risk is spread 
throughout the entire population. 
That is the essence of national health 
insurance. It is the only means 
through which adequate medical care 
can be brought to the entire 148 mil- 
lion of our population at a cost they 
can afford. 

I am setting all this forth in the 
simplest ABC terms I know in order 
that the basic approach to the problem 
may be fully understood. With the 
limited space at my command I can- 
not go into all the factors and argu- 
ments upon which the whole structure 
of these proposals is grounded. I do, 
however, want to cover in some detail 
the way the program will operate— 
and also explain how it will affect the 


Negro doctor in the practice of his 
profession. 

We can, I think, dispense with any 
further comment on the possible value 
of voluntary health plans. For the 
great mass of Negroes such a discus- 
sion would be purely academic. So far 
as they are concerned, few have the 
money with which to pay the high 
premiums and those who do are, for 
the most part, automatically discrimi- 
nated against as ‘‘bad risks.”’ 

Specifically, what the President is 
proposing is a 3-per cent pay-roll de- 
duction on an annual income up to 
$4,800—to be shared equally by em- 
ployer and employee—on the same 
principle that old-age and survivors 
insurance is operated. This means that 
a man earning $40 a week would pay 
60 cents a week. If he earns less he 
would pay less. If he earns more, he 
would pay more, up to the maximum 
of $1.40 a week. 

In return for these payments, a 
wage earner would be entitled to re- 
ceive needed medical care for himself 
and his dependents. This care should 
ultimately cover all services necessary 
to prevent, diagnose, and cure disease 
—care by a general practitioner and 
by specialists, hospital care, labora- 
tory service, X-ray, unusually expen- 
sive drugs and medicines, special ap- 
plianees, and eyeglasses. Practical 
considerations would place some limit 
upon hospital benefits, say perhaps, 
60 days. Dental, home nursing, and 
auxiliary services would be included 
only to the extent that the personnel, 
facilities, and funds were available, 
with children given a priority on den- 
tal care. 

The administration of the plan 
would be primarily on a state and lo- 
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cal basis. There would be a national 
committee representing the medical 
profession and other interested groups 
to advise with the Federal Govern- 
ment on broad standards. But the ac- 
tual community operation itself would 
be in the hands of the local people— 
doctors and representative citizens 
working together as a local committee. 

As to coverage under the plan, we 
come to our first possible stumbling 
block. For administrative purposes, 
national health insurance will be tied 
in with our old-age and survivors in- 
surance program. At the present writ- 
ing this program excludes, among oth- 
ers, all farm and domestic workers. 
In both of these categories are found 
large numbers of Negro men and 
women. It is sincerely hoped that ac- 
tion will be taken shortly by the Con- 
gress to extend social security cover- 
age to these workers. But to the de- 
gree that it is not, coverage under 
national health insurance may be af- 
fected. 

People unable to work, and who are 
dependent upon public assistance, 
could be covered for health insurance 
by the simple procedure of having lo- 
cal public or private agencies pay the 
necessary premiums. Certain other 
groups could also be taken care of in 
the same fashion. On this basis—and 
assuming the broadest social security 
coverage—we estimate that from 80 
to 85 per cent of the total population 
would have health insurance protec- 
tion. Eventually, we hope to find ways 
and means to make it 100 per cent. 

As to eligibility, the formula is 
based on one similar to that on which 
eligibility for social security insurance 
is established—a fairly complex busi- 
ness of determining earnings over a 


given number of quarters—that is, 3- 
month periods. In practical terms, 
any worker who has earned as much 
as $150 during the preceding 12. 
month period would be eligible to re- 
ceive health benefits. Or he would be 
eligible if he has earned as much as 
$50 in each of any 6 quarters during 
a 3-year period. 

This maximum is kept purposely as 
low as possible to enable almost any- 
body in the labor force to ride out 
even a fairly extended period of un- 
employment without forfeiting his in- 
surance rights. This criterion of eli- 
gibility will be incorporated into the 
basic law and will apply throughout 
the Nation. 

There is apparently a considerable 
amount of confusion as to the amount 
of red tape that will be involved in 
the operation of the system. I have 
for instance, on various occasions, 
been asked how eligible patients will 
be routed to the physician. The an- 
swer is no one will route anyone. A 
patient will choose his own doctor, 
just as he does under the present sys- 
tem, and go directly to him when in 
need of medical care, just as he does 
at present. There will be no red tape 
or referral cards or anything of that 
sort. A list of the participating phy- 
sicians will be posted in some public 
place or printed in the local news- 
papers, so that an individual having 
no personal physician can make his 
own selection. 

A patient will be free to change his 
doctor if he wants to, and any doctor 
will have the right to reject a patient. 
Patients will be admitted to hospitals 
just as they are now, with the attend- 
ing physician making the necessary 
arrangements. Services of specialists 
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or special consultation will also be ar- 
ranged for, as now, by the attending 
physician. In all these procedures, the 
patient will have to show his identifi- 
cation card entitling him to these serv- 
ices, but that is all. 

Participation of a doctor in nation- 
al health insurance is purely optional 
on his part. If he wants to join he 
can; if he doesn’t want to join, he 
needn’t. But—and this is clearly 
written into the bill—all licensed phy- 
sicians will be eligible to participate 
in the plan. No state or local adminis- 
tration of the plan will be permitted 
to abrogate this right. 

If a doctor chooses to join the plan, 
he can decide whether he would like to 
work on a capitation basis, a fee-for- 
service basis, or a salary basis, or a 
combination. The scale of payments 
under all four of these heads will be 
set for the community by a local com- 
mittee of representative citizens in 
agreement with the local participating 
physicians. Once the scale is set, it 
must be adhered to. If the doctor 
wishes to change the method of pay- 
ment he must make new arrangements 
with the local committee. He will be 
quite within his rights to make such 
a change whenever he desires. 

A doctor’s responsibility will be 
basically what it is now towards his 
patients—with this addition: the doc- 
tor will not have to concern himself 
with whether the treatments indicated 
are beyond the patient’s ability to 
pay. They won’t be. That is to say, 
anything within reason in providing 
medical care, referring patients to 
specialists or diagnosticians, hospital, 
laboratory examinations, and so on, 
will come within the range of both his 
privileges and responsibility. One of 
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the chief purposes of national health 
insurance is to see that the people of 
this country get the medical care they 
need. 

It will ,of course, be necessary for a 
doctor to keep a detailed record of 
services rendered in order to submit 
statements to the insurance fund. But 
that is all. There will be no problem 
of collecting individual bills. The Gov- 
ernment will perform that service for 
him. 

I might add that a salary basis, or 
a guarantee of at least a minimum in- 
come, are methods of possible pay- 
ments for a very specific reason. Such 
a method would enable a doctor to 
practice in areas where his services 
were vitally needed, but where the 
population was so small that the capi- 
tation basis or fee-for-service basis 
would not yield an adequate income. 
There are many, many such areas 
throughout the country, and we want 
to make every effort to encourage doc- 
tors to move into them and establish 
a practice. 

There are some, I know, who fear 
that no matter what system is set up, 
the Negro will continue to get the 
short end of the deal. I have every 
confidence he will not. ‘‘No discrimi- 
nation as to race, creed, and color’’ is 
specifically written into the bill, and 
every effort wlil be made to make the 
phrase mean what it says. 

Remember also that, for the first 
time in history, funds will be available 
to purchase whatever medical care the 
patient needs—white or Negro. The 
money in the insurance fund will 
make the Negro automatically a ‘‘good 
paying patient.’’ In this respect, at 
least, he will be on the same level with 
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the other members of the community 
in which he lives. 

For this reason, as I have pointed 
out, we should see a decided increase 
in doctors and nurses and hospital 
facilities in areas where the colored 
population is concentrated. A great 
many of these doctors and nurses will 
be Negroes. As we expand medical 
training facilities for white doctors 
and nurses, we shall expand them for 
Negro doctors and nurses. And Gov- 
ernment scholarships will be available 
for qualified young Negro men and 
women as well as for young white men 
and women. 

As to hospital facilities, we can al- 
ready see a trend developing. Of 218 
hospital projects approved under the 
Hill-Burton Act, in a group of six 
Southeastern States, 214 are being 
built to serve both races and four are 
to be exclusively for Negroes. It is 
true that the 214 hospitals will be op- 
erated on a policy of segregation. The 
Federal Government has no control 
over that factor. It can, and does, 
establish nonsegregation in the hospi- 
tals which it owns and directly oper- 
ates. But where it merely contributes 
to state and local financing, the ques- 
tion of segregation is determined lo- 
cally. Under the present law the Fed- 
eral Government cannot interfere. 

Nor, I regret to say, is there any- 
thing in the health bill now before 
Congress, which guarantees the right 
of a Negro doctor to internships or 
residences in any voluntary or com- 
munity operated hospital. Nor is there 
anything which guarantees him the 
right to follow his patient into a hos- 
pital and carry his case through to 
the point of final recovery. 

I recognize how vital it is for a Ne- 


gro physician to have these privileges 
if he is going to make any progress 
in the practice of his profession. And 
I know how essential it is for him to 
work with modern laboratory facili- 
ties, in daily contact with his white 
colleagues. These are problems that 
must still be solved. 

As has been emphasized so often, 
the primary purpose of national 
health insurance is to establish an ef- 
fective system of paying for medical 
services. The Federal Government is 
not attempting—and will not attempt 
—to dictate how doctors shall practice 
their profession or how hospitals shall 
be administered. To the extent that 
we can make services and facilities 
available to more people—and do it 
without racial discrimination — we 
can, I think, raise the whole standard 
of medical care for the entire popula- 
tion. But the actual operations must 
remain in the hands of the medical 
profession and the local authorities. 

Let me say this, however. I believe, 
honestly and sincerely, that under the 
President’s program some of these 
problems will tend to work themselves 
out. Some of the barriers are already 
beginning to weaken. Last year, for 
instance, I myself made arrangements 
with Gallinger Hospital here in Wash- 
ington to accept Negro interns from 
Howard University. Instead of the 
hue an decry I expected, the action was 
hailed, almost universally, as a sound, 
sensible ruling and a genuine step for- 
ward in social progress. And Wash- 
ington, mind you, is still to all intents 
and purposes a Southern city. 


There are other cities—St. Louis 
and many Northern communities— 
where the process is going on. It is 
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still a slow process and will continue, 
I suspect, to be a slow process so long 
a sthe dominant element of the medi- 
cal profession thinks of medical care 
in terms of the more well-to-do white 
section of the population. But under 
national health insurance, I believe 
the problem of providing really ade- 
quate medical care for all the people 
will be so enormous that arbitrary dis- 
tinctions will have to go. 

The President’s fight for civil rights 
is having much more of an effect than 
many of us realize. And, with the 
passage of national health insurance, 
I believe we shall see, so far as the 
medical professions is concerned, a 
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steady development in its practical ap- 
plication. 

I am confident the measure will be 
enacted into law. And I am confident 
it will have a decisive effect in raising 
the health standards of our entire Ne- 
gro population—along with the rest 
of the 148 million Americans who in- 
habit these United States. 

Of one thing I am certain. A decade 
from now, it will no longer be possible 
to say that the life expectancy of the 
average American Negro at birth is 10 
years less than that of the average 
American white man. We are going 
to erase that piece of statistics from 
the record, for all time. 











